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MANUAL ARTIFICIAL RESPIRATION 
D. M. Jowett, M.B., F.F.A.R.C.S., D.A., Department of Anaesthesia, Groote Schuur Hospital, Cape Town 


The purpose of this communication is to review the present 
position of the various methods of manual artificial 
respiration, and to draw attention to a new and more efficient 
method of manual artificial respiration and urge its adoption 
by all individuals and organizations responsible for emergency 
resuscitation, under the direction of skilled medical tutors. 


Recent History of Artificial Respiration 

Before 1950 the most widely adopted method of artificial 
respiration in the UK and the USA was the Schafer method 
of prone pressure with the subject supine. During 1950 and 
1951 groups of investigators in the USA published the 
results of detailed investigations into the Danish Holger 
Nielsen and other ‘push-pull’ two-phase methods.' This 
led to the adoption of the back-pressure arm-lift method on 
a national scale in the USA and firmly established the push- 
pull methods as superior to the Schafer and the rocking 
methods in adults. 

In 1957, following further investigation into artificial 
respiration, a symposium was held under the auspices of the 
National Academy of Sciences and the National Research 
Council in the USA, with a distinguished panel. This group 
was of the unanimous opinion that mouth-to-mouth re- 
suscitation (expired-air inflation) was superior to other 
methods. Its recommendations have been accepted by the 
American National Red Cross, for infants and children, and 
were published as a report to the Council of Medical Physics 
of the American Medical Association.2 A review of the 
available evidence will show that expired-air resuscitation is 
the method of choice and should be universaliy adopted. 


METHODS OF MANUAL ARTIFICIAL RESPIRATION 


Manual artificial respiration may be defined as the per- 
formance of ventilation of a subject by an operator without 
dependence on mechanical or other devices. It is useful here 
to give a brief description of the more widely used of these 
methods before comparing their efficiency. They may be 
divided broadly into 3 categories: 
1. Single-phase (Push or Pull) Methods 

(a) Prone-pressure method. Schafer described the method 
of prone pressure over the lower ribs. This, with several 
variations, employs pressure (push only) in an upward 
direction with the thumbs together over the floating ribs of 
the prone subject. Pressure is applied for 2 seconds and then 
relaxed, the cycle being repeated every 5 seconds. A variation 
with pressure over the mid-thorax just below the scapulae 
(back pressure) is said to improve the tidal volume 
significantly. 

(b) Rib-traction method and (c) Chest-pressure method 
(Howard) are similar in function (push or pull only) and are 
applied to a patient in the supine position. 


2. Two-phase (Push-pull) Methods 


(a) Arm-lift back-pressure (ALBP, Holger Nielsen) method. 
With the patient prone, his hands on top of each other and 
the face resting on them, the operator rests on one or both 
knees at the patient’s head. The subject’s arms are taken 
above the elbows and by rocking backwards the arms and 
chest are lifted, then replaced on the floor (Fig. 1). In the 
second phase (push) the operator moves his hands to below 
the scapulae and rocks forward, exerting back pressure (Fig. 2). 
The operator’s arms are kept straight during both phases 
and the complete cycle is repeated 10-12 times per minute. 
This is a variation of the Holger Nielsen method which 
described pressure over the scapulae rather than back pressure 
below them. 


4b) Hip-lift back-pressure (HLBP) method. With the 
subject prone as for the Schafer method, the operator, 
on one knee, straddles the patient at hip level. The hips are 
lifted 4 to 6 inches off the ground and then replaced (Fig. 3). 
The second phase consists of back pressure below the scapulae 
with the operator’s arms straight (Fig. 4). The hip-lift pull 
causes inspiration as a result of descent of the diaphragm 
and hyperextension of the spine, while the abdominal con- 
tents sag. 

(c) Hip-roll back-pressure (HRBP) method. Rolling the 
hips instead of lifting the hips substitutes a less tiring method. 
The hips are rolled onto the operator’s knee or thigh so that 
both hips are off the ground. During all hip-lifting or rolling, 
and back pressure, the operator’s arms are kept straight, the 
work being done by the shoulders and back, using the 
operator’s weight. A towel or belt may be used to help lift 
or roll the hips. 

(d) Arm-lift chest-pressure supine (ALCP, Silvester) method. 
With the subject supine and the head turned to one side, 
and the operator in the same position as for the Holger 
Nielsen method, the arms are lifted upwards by a backward 
roll of the operator until resistance is felt (Fig. 5). In the 
second phase (push) the operator, still grasping the subject’s 
wrists, applies pressure over the lower chest by rocking 
forward (Fig. 6). 

(e) Rocking or gravity (Eve) method. By rocking the whole 
body of the subject a two-phase method of artificial respiration 
is produced by the upward and downward movement of the 
abdominal contents, which actuates the diaphragm and 
produces inspiration (head up) and expiration (head down). 
As a manual method, without the use of the rocking stretcher, 
it is most useful in children and infants,* especially when the 
subject can be held prone on the operator’s forearm, the 
fingers of that hand holding the tongue forward and thereby 
ensuring a patent airway. The angle of rocking should be 
greater than 30° in each direction. 
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3. Expired-air Inflation 

This term includes mouth-to-mouth resuscitation or 
breathing and its variants, viz. mouth-to-nose, and similar 
methods using adjunctive apparatus, i.e. mouth-to-mask, 
mouth-to-airway, and mouth-to-endotracheal-tube. Recent 
interest in this followed research into resuscitation during 
chemical warfare, when a method of resuscitation from 
gas mask to gas mask was suggested. Subsequent work 
established the scientific basis of this method and defined 
the technique.*:** In brief, in the technique of mouth-to- 
mouth breathing the operator kneels at the side of the sub- 
ject’s head, uses one hand to elevate and protrude the jaw, 
thereby ensuring a good airway, closes the nose with the other 
hand, and expands the chest by blowing into the mouth. 
Expiration is allowed to take twice as long as inspiration and 
the rate is about 20 cycles per minute. A detailed description 
follows later. 
COMPARISONS OF METHODS OF MANUAL ARTIFICIAL RESPIRATION 
In 1951 several independent groups of workers compared 
the Schafer with the push-pull manual method*:'(**) to de- 
termine the relative (1) ventilatory efficiency, (2) circulatory 
effects, (3) ‘teachability’ and ease of adequate performance 
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by lay personnel, and (4) fatigue and performance difficulty 
for the operator. 

The investigations of physiological factors were performed 
on anaesthetized humans with endotracheal tubes in position. 
The results of all the experimental groups showed that: 

1. Push-pull methods were capable of moving 2-3 times 
the tidal volumes that were achieved with the Schafer method, 
and minute volumes with push-pull methods were greater 
than estimated normal values. 

2. In most cases the Schafer method was unable to main- 
tain normal arterial oxygen saturations, whereas the push-pull 
methods ensured adequate pulmonary ventilation, though 
uneven ventilation sometimes caused a slight drop in arterial 
oxygen saturation. 

3. The Eve rocking method was less efficient than push-pull 
methods in ventilating subjects and had no advantage in 
promoting circulation as judged by cardiac output and beat- 
to-beat blood-pressure recording. 

4. The ALBP was second in “ificiency to the HLBP method 
but less tiring. 

5. ALBP was slightly more difficult to learn and perform 
correctly than the Schafer. 





Fig. 1. Arm-lift back-pressure (Holger Nielsen) method, first 
phase. 

Fig. 2. Arm-lift back-pressure (Holger Nielsen) method, second 
phase. 

Fig. 3. Hip-lift back-pressure method, first phase. 





Fig. 4. Hip-lift back-pressure method, second phase. 


Fig. 5. Arm-lift chest-pressure supine (Silvester) method, first 
phase. 


Fig. 6. Arm-lift chest-pressure (Silvester) method, second phase. 
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6. Frequent airway occlusion was noted with the supine 
(Silvester) ALCP method unless the patients were intubated. 

Unanimous recommendations were made for the adoption 
of the ALBP method as the method of choice, and con- 
demning the Schafer method as inefficient. 

An excellent review of the physiology of artificial respiration 
to 1955 is contained in Whittenberger’s report.'* 


Comparison of Push-pull Methods with Expired-air Re- 
suscitation 

With further study of artificial respiration it was found 
that, in patients who were unconscious, airway obstruction 
occurred in the majority of cases, so that the push-pull 
methods became ineffective.*:** The previous favourable 
results could not be repeated unless special attention was 
given to the airway, and usually endotracheal intubation was 
necessary for adequate ventilation. 

More recently Safar (1958)'* has shown that, in unconscious 
relaxed patients, the conventional ALBP and ALCP methods 
were ineffective (producing a tidal volume less than the dead 
space) in a very high proportion of cases (around 75 °%) owing 
to obstruction of the upper airway by the tongue. The prone 
position of the ALCP method is not advantageous, for it 
has been shown that it does not ensure an airway—the tongue 
does not ‘fall forward’ in every case. 

Safar showed a significant reduction in the failure rate 
when modifications were introduced to extend the head. In 
the Holger Nielsen ALBP method. The head is fully exten- 
ded and the jaw is held forward by the folded hands. In 
the ALCP Silvester method a folded cloth or bolster is 
placed under the shoulders to extend the head fully (Fig. 6). 

Insertion of an artificial airway still further reduced the 
failure-to-ventilate rate, which was lowest in the ALCP 
method. 

With mouth-to-mouth breathing an average tidal volume 
of 1,500 c.c. was achieved.* This was attributed to the ad- 
vantage in the method that both hands are available to 
maintain the airway by extending the head and lifting the 
jaw and tongue away from the posterior pharyngeal wall. 
Further studies® confirmed the unequivocal superiority of 
mouth-to-mouth resuscitation over all other methods in all 
age-groups. It is the only technique which ensures adequate 
ventilation in all cases, chiefly by virtue of maintaining an 
adequate airway. Even compared with push-pull methods 
in intubated subjects, simple mouth-to-mouth breathing 
was nearly twice as effective. Re-oxygenation was possible 
with 4 inflations and within a circulation time arterial oxygen 
could be restored to normal. Theoretical objections to 
positive-pressure inflation of the chest on the basis of its 
effects on circulation (diminished venous return, fall in cardiac 
output) are met by clinical observations that, so long as 
mean airway pressure is kept low by keeping the period of 
inflation short and one-third of the duration of respiration, 
circulatory ill-effects are not seen.” 

The supine position with positive-pressure ventilation was 
thought to be disadvantageous in that it would prevent 
drainage of drowning fluid from the air passages and mouth. 
However, mouth-to-mouth resuscitation permits full attention 
to the airway and respiratory obstruction is instantly detect- 
able, so that its advantages outweigh its disadvantage. The 
work of Swann et al."'+!* has shown that oxygenation is the first 
urgent consideration in drowning and that the amount of 
drowning fluid that can be drained from the lungs is in any 
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case very variable and there is seldom so much that air 
would be prevented from entering the lungs and terminal air- 
Passages. 

Mouth-to-mouth resuscitation can be continued for long 
periods, frequently for an hour; once it was kept up for 4 
hours by one operator. Of 164 untrained lay operators 90°% 
performed the method after one demonstration. Women and 
children could adequately ventilate subjects twice their 
weight, in contrast to their failure with push-pull methods.’ 
These studies compared methods of expired-air resuscitation 
and the technique was defined. 


THE TECHNIQUE OF EXPIRED-AIR RESUSCITATION 
Physiological Basis 


The concentration of oxygen in expired air is dependent 
on the oxygen consumption, the ventilation of the lungs, and 
the concentration of oxygen in the inspired air (21°%). Thus, 
if a man consumes 300 c.c. of O, per minute and inhales 
5,000 c.c. of air per minute, he takes into his lungs 1,050 c.c. 
of O,, extracts 300 c.c., and exhales 750 c.c. at a concentration 
of 15% in expired air. If he doubles his breathing volume 
his oxygen consumption is virtually unchanged. He therefore 
extracts 300 c.c. of O, from 2,100 c.c. of O, in inspired air, 
and exhales 1,800 c.c. at a concentration of 18%. Thus a 
hyperventilating operator can offer a non-breathing victim 
1,800 c.c. of O, per minute. This adequately supplies the 
victim with his 300 c.c. per minute, and the O, content of 
his expired air is 15°%. Similar calculations will show that 
adequate CO, elimination is also quite possible. It can also 
be shown that this hyperventilation is well within the limits 
of a healthy operator, leaving a margin for leakage from 
the contact; also that the pressure required to inflate another 
individual’s chest allows the operator an adequate reserve for 
overcoming airway resistance. 


Methods 


The method in mouth-to-mouth breathing is as follows: 

1. Place the subject supine and take position kneeling 
opposite his left ear. 

2. Turn the victim’s head to one side, open the mouth, 
and quickly clear the mouth and throat of any debris with 





Fig. 7. Expired-air resuscitation, mouth-to-mouth breathing. 
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the fingers or a bit of cloth. Repeat this as necessary during 
the procedure. 

3. Place the thumb of the left hand between the teeth 
(if necessary wrapped for protection in a handkerchief), grasp 
the mandible at the midline and hold it forcefully forward 
(upward) so that the lower teeth are leading. Extend the 
subject’s head into a ‘sniffing’ position. 

4. Close the subject’s nose with the fingers of the right 
hand. 

5. Take a deep breath, place the mouth over the mouth of 
the victim and blow, forcefully in adults and gently in 
children, maintaining the lift of the jaw with the thumb still 
in the subject’s mouth (Fig. 7). 

6. Watch the expansion of the chest and the epigastrium 
for distension of the stomach. 

7. Remove mouth and allow passive expiration. 

8. Repeat about 20 times per minute. 

It is important that the operator should not hold his 
breath before inflation. 

For infants and small children. In children less than 3 
years old the thumb in the mouth will interfere with contact; 
therefore the method is varied as follows: 


1. The right hand of the operator protrudes the child’s 
jaw by pressure behind the angle of the jaw on the right 
(until the lower teeth lead). 

2. The mouth is placed over the mouth and nose of the 
child in order to inflate by blowing gently. Or the nose is 
occluded by the operator’s cheek, while blowing into the 
mouth. 

3. The left hand of the operator rests gently on the epi- 
gastrium to prevent gastric distension. 

The advantages of mouth-to-mouth breathing are as 
follows: 

1. Full emphasis is on care of the airway. The hands are 
free to maintain a clear airway, without which no artificial 
respiration is ever effective. 

2. Increased inflation pressure will compensate for any 
remaining airway obstruction by the tongue or from, say, 
water in the air passages. 

3. By watching the rise of the chest, adjustments are made, 
even by beginners at the method, for increased resistance to 
inflation, for leaks, and for minor airway obstruction. It is 
the only method of artificial respiration which permits 
breath-by-breath evaluation of the efficiency of one’s methods. 

The following are the disadvantages, which are unimportant 
and easily overcome: 

1. Aesthetic. In one series, using 167 untrained rescuers 
including policemen, housewives, boy scouts, medical 
students, nurses and doctors, only 3 refused to take part—all 
medical students who said they would perform the method 
only in an emergency. These objections can largely be over- 
come by the use of a special airway (to be described), or an 
anaesthetic mask between the operator and the subject. 

2. Gastric distension may occur, especially in children 
when the inflation pressure used is too high or airway ob- 
struction is present. It can be prevented by a hand on the 
stomach, or treated by gentle gastric pressure between in- 
flations. In a drowned person this might eject fluid into the 
pharynx, which would have to be cleared. 

3. Hyperventilation syndrome in the operator, which may 
give rise to dizziness. He may then slow down the rate from 
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20 per minute to about 12 per minute, or pause once a minute 
for normal breathing. 

4. Fatigue may occur of the hand holding up the jaw and 
from the position on the floor. This is considerably less 
exhausting than any other method of artificial respiration, 
for the muscular exertion is far less, with the operator per- 
forming well within his limits, unlike the push-pull methods, 
Variations of Expired-air Resuscitation 
1. Mouth to Nose 

Mouth-to-nose resuscitation is less satisfactory from every 
point of view and is only recommended for small children 
(when the mouth and nose are covered by the operator's 
mouth), and in adults where the jaw cannot be opened. Here 
the operator covers the subject’s mouth with a finger and 
blows into the patient’s nose. 

2. Mouth to Airway 


An airway (Fig. 8) has been described*:’* which has the 
following advantages: 








oh il DAML” a” oa sada NOES 








Fig. 8. Two sizes of airway for expired-air resuscitation. 
Convenient sizes for the large airway are nos. 3 and 4 and 
for the smaller nos. 1 and 0. 


(a) Mouth-to-airway resuscitation is easier, less tiring and 
more effective, with less gastric distension. 

(6) It ensures a good airway even in the few patients where 
other measures would fail. 

(c) It is easy to insert, even for laymen. (No layman took 
longer than 40 seconds after one demonstration.) 





Fig. 9. Expired-air resuscitation, mouth-to-airway breathing. 
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(d) It removes aesthetic objections to mouth-to-mouth 
resuscitation. 

(e) It is very cheap, easily transportable, and virtually 
indestructible. 

The operator kneels behind the victim’s head facing the 
feet and inserts the airway. Holding the jaw up with both 
hands at the angles of the jaw, he occludes the nostrils and 
corners of the mouth with his thenar eminences and thumbs 
and blows into the airway (Fig. 9). Resuscitation can be 
easily maintained for 30 minutes at a stretch. The airways 
can be of metal welded together (Waters) or of rubber 
(Guedel type) where the metal inserts are soldered together 
and in addition the rubber flanges may be vulcanized together. 
The airway would be easy to mass-produce in plastic at low 
cost. Plastic airways in two sizes are now available from 
Messrs. Johnson & Johnson (Pty.) Ltd. 


DISCUSSION 


In this review an attempt has been made to summarize the 
considerable body of work done in recent years on artificial 
respiration. Every investigator who has repeated the orginal 
work has come to the same conclusion, viz. that expired-air 
resuscitation is the most effective, if not the only effective, 
emergency method of ventilation, both in lay and medical 
hands.'* It is easy to teach and to learn and has already 
been adopted in the USA by the Red Cross, hospitals, 
fire-fighting organizations, and the armed forces. 

The push-pull methods, even with special attention to the 
airway obstruction which frequently exists, and with the 
modifications described by Safar of extending the head, are 
at best less effective and will fail in a high proportion of cases 
to ventilate the victims at all. That an effective method should 
be widely known is an undoubted fact. Figures available 
from the UK and the USA®*:” show that drowning accounts 
for the third largest number of accidental deaths in persons 
of all ages, and that 25°¢ of drownings occur under 10 years 
of age. 

Electrocution is another common accidental cause of 
apnoea. Poisoning is an increasingly common accident in 
children, and in adults a common form of attempted suicide. 
Insecticide poisoning which results in muscular paralysis 
and respiratory failure is becoming commoner. In hospital 
practice outside the operating theatre an increased awareness 
of the possibility of resuscitation following cardiac arrest 
leads to a search for a readily available emergency method 
of performing positive-pressure artificial respiration. A 
practitioner may be confronted by apnoeic patients suffering 
from a host of conditions, from head injury to poliomyelitis 
or myasthenia gravis. 

In all cases of acute respiratory failure cardiac arrest will 
rapidly ensue if oxygenation is not immediately carried out. 
The work of Swann et al."'* on acute anoxic states has 
shown that, while in some conditions such as fresh-water 
drowning and some forms of electrocution, circulatory arrest 
may precede respiratory arrest, circulatory and respiratory 
arrest usually occur at about the same time. These workers 
have also shown that, after anoxia for varying periods, a 
critical point is reached after which the blood pressure 
rapidly falls and circulatory arrest follows. Resuscitation is 
usually only effective if oxygenation is achieved before 
hypotension and circulatory failure supervene. The emphasis 
should therefore be upon urgency in artificial respiration, 
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since only a few seconds may mean the difference between 
a successful resuscitation and death. 

In rescue from drowning, resuscitation should commence 
if possible in the water while the victim is being brought 
to dry land. This is perfectly feasible in children especially, 
when either rocking or, preferably, mouth-to-mouth breathing 
could be begun at once. There is never time to remove a 
patient from an uncomfortable or unsuitable situation to 
another. In resuscitation the first seconds and minutes count, 
and delay in instituting ventilation will render any subsequent 
attempts valueless. The use of a mechanical apparatus in- 
variably means a delay of minutes, at least. It is strongly 
urged that every medical man, nurse, medical student and 
hospital worker should be taught mouth-to-mouth breathing. 
The medical profession as a whole should be giving the 
lead to the various excellent lay organizations responsible 
for teaching first aid and resuscitation, which all too often 
have difficulty in obtaining sound advice on these problems 
from specialists in the fields. 


SUMMARY 


The available methods of manual artificial respiration are 
discussed in relation to their relative effectiveness. 

Expired-air resuscitation (expired-air inflation, mouth-to- 
mouth breathing) is the most effective method, being superior 
in all respects to the two-phase push-pull methods. 

The two-phase methods, especially the arm-lift back- 
pressure (Holger Nielsen) and arm-lift chest pressure 
(Silvester) methods are improvements on the single-phase 
push (Schafer) and pull methods. 

The Safar airway is a cheap, portable adjunct to expired-air 
inflation, and in mouth-to-mouth airway resuscitation is 
the method of choice, being applicable to the widest variety 
of emergency situations. 

Since expired-air resuscitation is very effective, easy to 
teach, and applicable to most emergency situations, its 
principles and practice should be advocated by the medical 
profession to all organizations responsible for teaching 
resuscitation to the public. 


I wish to thank Dr. C. S. Jones, Head of the Department of 
Anaesthesia, Groote Schuur Hospotal, for his interest and com- 
ments, and Mr. B. Todt for the photographs. 
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ELECTROCARDIOGRAPHIC STUDIES Vi 
A. J. Brink, M.D. (Pret.), M.R.C.P. (LoND.) 


Department of Internal Medicine and C.S.1.R. Degenerative Diseases Group, University of Stellenbosch, Karl Bremer 
Hospital, Bellville, Cape 


Case 6. Constrictive Pericarditis with Pericardi- 
ectomy Followed by Intramyocardial Haemorrhage 


This patient was a Coloured male aged 56. He first consulted 
a doctor in June 1959 when he complained of swelling of 
the lower extremities as well as swelling of his face and of his 
abdomen. These symptoms had been present for approximately 
3 months. He also admitted to having had some precordial 
pain not related to effort. Physical examination at that time 
revealed the presence of distended jugular veins without pulsa- 
tions, a pulsus paradoxus, generalized anasarca with ascites, 
and a liver which was inarkedly enlarged. The heart was increased 
in size with soft heart sounds; no murmurs and no third heart 
sound were audible. 

The patient had a raised temperature. 

Blood examinations. Haemoglobin 11-5 g.°%, white cell count 
6,900 per c.mm., and ESR 103 mm./first hour (Westergren). 
Normal differential count. 

Urine. No abnormalities were present on routine examination. 

X-ray of the chest. The heart is markedly enlarged and flask 
shaped. The lungs showed bilateral apical infiltrations suggestive 
of an old tuberculous lesion. No congestive changes were ob- 
served in the lung fields. 

The diagnosis of active tuberculous pericarditis with tam- 
ponade and commencing constriction, was made. 

A pericardial aspiration was carried out—1,000 ml. of 
haemorrhagic fluid was removed and air was instilled into the 
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The pre- and post-operative electrocardiographic findings are 
of particular interest in relation to the autopsy findings. 


ELECTROCARDIOGRAM 


Fig. 1: Pre-operative. Sinus rhythm 100 per minute. Mild left 
axis deviation. Semi-horizontal heart position with an early 
transition between leads V, and V.. P wave in standard lead 2 
was 3 mm. in amplitude and 0-1 sec. in duration, and suggested 
right auricular hypertrophy. PR not prolonged. QRS normal 
in duration, amplitude and pattern. No deviation of ST segment. 
Symmetrical T wave inversion in all leads facing the epicardial 
surface of the heart, namely in standard leads 1, 2, 3 and in aVL, 
aVF and leads V, to Vg. 

Conclusion. These electrocardiographic findings are typical of 
the constrictive phase of tuberculous pericarditis. 


Fig. 2: Post-operative. Sinus rhythm 110 per minute. T wave 
still that of right auricular hypertrophy. Right axis deviation. 
Vertical heart position. Transition between V, and Vy. QRS 
pattern is now markedly changed with great reduction in ampli- 
tude and a QS pattern in leads facing the anterolateral aspect 
of the heart, namely in standard leads 1, aVL and V, to V,. ST 
segments displaced in an upward direction of the leads facing 
the anterolateral aspect with the T wave taken up in the ST seg- 
ments. 


Conclusions. The electrocardiogram was now indicative of a 
recent through-and-through anterolateral myocardial infarction. 
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pericardial sack. Subsequent X-rays of the chest demonstrated 
a thickened pericardium. 

The patient was treated by keeping him in bed and prescribing 
an anti-tuberculous regimen. During the ensuing days and weeks 
the clinical evidence of constriction increased with a further 
rise in jugular venous pressure and a drop in the systemic blood 
pressure from levels of 120/80 to 95/85 mm. Hg. The anasarca 
with ascites and enlargement of the liver persisted. 

Cardiac catheterization was carried out on 7 August 1959 and 
the catheter findings confirmed the presence of the constrictive 
phase of pericarditis. 

Surgery was advised and carried out on 19 August 1959. Much 
thickened parietal and some visceral pericardium was freed 
from the heart. Bleeding during the procedure from the operative 
site was quite troublesome. 

The operation was completed but the post-operative condition 
of the patient deteriorated. He remained in a hypotensive state 
and died on 20 August 1959. 


DISCUSSION 

The pre-operative electrocardiogram was typical of the 
constrictive phase of tuberculous pericarditis. The patient’s 
post-operative electrocardiogram suggested the presence of 
a recent anterolateral myocardial infarction. This was 
thought sufficient to explain the post-operative hypotensive 
state which resulted in the patient’s death. 

The autopsy confirmed the tuberculous pericarditis and 
revealed extensive massive haemorrhage into the substance of 
the anterolateral wall of the left ventricle. The haemorrhage 
replaced practically the whole of the thickness of the left 
ventricular muscle. This finding explained the electro- 
cardiographic appearance of myocardial infarction. The 
mechanism of the haemorrhage could not be explained 
satisfactorily. 
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South African Medical Journal : Suid-Afrikaanse Tydskrif vir 


Geneeskunde 


EDITORIAL : VAN DIE REDAKSIE 


EXPIRED-AIR VENTILATION OF THE LUNGS 


Cessation of respiration is the primary cause of death in 
drowning and in certain accidents and poisonings that give 
rise to muscular paralysis. Within a short time, varying in 
different cases, the resulting anoxia leads to cardiac failure 
and death. It is during this short critical period that it may be 
possible to save life by artificial aeration of the lungs which, 
of course, is the reason why artificial respiration figures so 
prominently in first-aid instruction and practice. 


For many years, until recently, the first-aid methods of 
artificial respiration in drowning cases that were universally 
accepted were those in which by rhythmic inward pressure or 
outward pull on the chest wall, or two-phase methods of 
successive push and pull, air was in turn drawn into and 
pressed out of the lungs. In an article published in this issue 
of the Journal, Dr. D. M. Jowell’ describes these older methods 
and advocates the adoption in first-aid practice of a new 
method, also described, in which the operator rhythmically 
inflates the lungs of the unconscious apnoeic subject with 
expired air, the composition of which is such that it can well 
fulfil the subject’s needs in the way of oxygenation and the 
removal of CO,. The operator achieves this by taking a 
deep breath, placing his mouth over the mouth of the subject 
(whose nostrils he holds pinched) and blowing the subject’s 
lungs full of air. He then removes his mouth, allowing 
passive expiration to take place (a phase lasting twice as long 
as the inflation), and repeats the cycle of inflation and passive 
expiration about 20 times a minute. During this procedure 
the subject’s airway is kept open by extension of his head 
and pulling of his lower jaw forwards (i.e. upwards, since he 
lies in a supine position) by the operator by means of his 
thumb in the subject’s mouth. The operator is able to watch 
the rise and fall of the chest and to look out for signs of 
distension of the stomach with air. The procedure is varied 
to meet special conditions; for instance, with babies and little 
children, when both mouth and nose are covered by the 
operator’s mouth, and with subjects whose jaw cannot be 
opened, when the operator covers the patient’s mouth and 
blows into his nose. 


A symposium on artificial respiration® which was held in 
the United States in 1951 by the National Academy of 
Sciences and the National Research Council unanimously 
reported that the mouth-to-mouth method of resuscitation 
(expired-air inflation) was superior to the older methods. 
It achieves an average tidal volume of 1,500 c.c., which is 
almost twice what can be done by the best of the push-pull 
methods under the most favourable conditions, and is still 
more in excess of the usual push-pull results. It has the 
advantage that it makes it easy to maintain a clear airway, 
that a close watch can be kept on the air movement achieved 
and on any gastric distension, and that increased inflation 
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pressure will compensate for any obstruction that may, 
for instance, be caused by the position of the tongue or by 
water in the air passages. The method is very easily learned 
by lay operators and does not call for great strength or 
endurance. Women or young persons can ventilate subjects 
twice their weight, which they cannot do with push-pull 
methods, and the procedure can be continued for an hour 
or more without great strain. In view of the importance of 
the prompt application of artificial respiration once respira- 
tion has ceased, when even seconds are of importance, an 
advantage of mouth-to-mouth ventilation is that, especially 
with children, it is perfectly feasible to start it in the water 
while the victim is being brought to land. Some first-aid 
personnel object to the mouth-to-mouth contact; it can be 
avoided by the use of a simple tube airway‘ or by inserting 
an anaesthetic mask between the operator and the subject. 


In America the expired-air method of artificial respiration 
has been adopted by the Red Cross, the fire-fighting or- 
ganizations, and the armed forces, In South Africa, as in 
other countries, the push-pull methods are still taught and 
used by the recognized first-aid bodies, and the time has 
come when this policy ought to be reconsidered; for ‘every 
investigator . . . has come to the same conclusions, viz. that 
expired-air resuscitation is the most effective, if not the only 
effective, emergency method of ventilation, both in lay and 
medical hands’.'* 


The public and the medical profession owe a great deal to 
the devoted services of first-aid workers and organizations, 
and it is most desirable that the profession should maintain a 
close liaison with them in order to ensure that their methods 
are kept up to date in accordance with advances in medical 
knowledge. All the methods were originally adopted on 
medical recommendation, but there is a proneness to con- 
servatism which tends to leave first-aid procedure behind 
modern advances. This is inevitable unless people in the 
different branches of medicine take an active interest in 
first aid. The point is well illustrated by this question of 
artificial respiration. During the development of methods of 
anaesthesia much knowledge has been gained in the use of 
passive inflation of the lungs of the apnoeic subject in order to 
ensure continuous oxygenation of the tissues. This procedure 
is a commonplace of the operating theatre, and it is now 
several years since its application to the resuscitation of the 
drowned was authoritatively recommended; yet the older 
methods of artificial respiration which it could with great 
advantage replace are still standard practice in first aid. 


1. Jowell, D. M. (1959): S.-Afr. Med. J., 33. 

2. Symposium on Mouth-to-Mouth Resuscitation (Expired Air Inflation) 
(1958): J. Amer. Med. Assoc., 167, 317. 

3. Swann, H. G. (1953): Anesthesiology, 14, 126. 

4. Editorial (1959): S. Afr. Med. J., 33, 983. 
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ASPEKTE VAN MODERNE 


Gedurende die afgelope aantal jare het die snykundige be- 
handeling van ’n hele aantal toestande wat vroeér feitlik 
onbereikbaar, en dus feitlik onbehandelbaar was, groot 
vooruitgang gemaak. Enersyds was hierdie vooruitgang 
moontlik as gevolg van verbeterde snykundige tegnieke en 
ook as gevolg van die ontwikkeling van beter insig in die 
betrokke fisiologiese en patologiese prosesse in die algemeen. 
Dit laat egter geen twyfel nie dat die moderne metodes van 
narkose ’n deurslaggewende rol gespeel het daarin om hierdie 
vooruitgang moontlik te maak. In hierdie verband dink ons 
veral aan die vooruitgang wat daar gemaak is op die gebiede 
van torakale chirurgie, neuro-chirurgie, operasies op baie 
jong kindertjies, en groot chirurgiese prosedures in die alge- 
meen. 

Die soort narkotiese praktyk waarna ons hierbo verwys het, 
het natuurlik hoofsaaklik betrekking op die werk van 
spesialis-narkotiseurs. Dit is werk wat grotendeels in die 
grotere dorps- en stedelike gebiede gedoen word teen die 
agtergrond van redelik-bevredigende hospitaalfasiliteite. 

Uit die aard van die saak is dit egter in Suid-Afrika so 
gesteld dat ’n groot persentasie van die aantal narkoses wat 
jaarliks toegedien word, deur plattelandse algemene prak- 
tisyns behartig word. In die loop van ’n ondersoek wat dr. 
Jones' onlangs ingestel het, het hy tot die gevolgtrekking 
gekom dat nagenoeg 900,000 narkoses elke jaar deur dokters 
toegedien word wat nie spesialiste is nie. 

Hierdie bevinding hou baie belangrike implikasies vir 
ons in. In die eerste plaas moet dit ons aandag vestig op die 
belangrikheid van die dosering van narkose as vak gedurende 
die tydperk van mediese opleiding. In ’n artikel wat vroeér 
al verskyn het, het dr. Jones? ook hierdie aspek van die saak 
ondersoek. Hy voel dat ten spyte van die gedurige aandrang 
om meer vakke by die mediese leerplan in te lyf, die belangrik- 
heid van narkose beklemtoon moet word. En, al is dit duidelik 
dat *n voorgraadse student nie in ’n spesialis-narkotiseur 
omgeskep kan word nie, moet daar seker gemaak word dat 
elke mediese student grondige kennis dra van die gewone 
narkotiese prosedures wat elke dag toegepas word. 

Dit bring ons by ’n verdere oorweging. Die wanopvatting 
het ontstaan dat goeie metodes van narkose noodwendig die 
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gebruik van ingewikkelde apparaat veronderstel. Dit is nie 
noodwendig die geval nie. Dit is wel waar dat ingewikkelde 
apparaat en gevorderde metodes onder sekere omstandighede 
deur spesialis-narkotiseurs gebruik moet word. Maar, daar 
is ’n sterk saak uit te maak vir die vereenvoudiging van sowel 
die tegniek van narkose as die apparaat wat gebruik word. 


Ons het onlangs in hierdie Tydskrif ’n artikel geplaas deur 
dr. Lambrechts* waarin hy aantoon dat die lywige en inge- 
wikkelde apparaat vir narkose wat gewoonlik in hospitale 
gebruik word, nie noodsaaklik is vir die behaal van sukses op 
hierdie gebied nie. Een van die opvallende kenmerke van die 
metode en apparaat wat hy beskryf, is dat dit nie afhanklik is 
van ’n hele aantal gassilinders wat gehanteer moet word nie, 
aangesien die narkosemengsel net met lug toegedien word. 
Die waarde hiervan is onbetwisbaar in lande waar silinders 
met suurstof en stikstofsuboksied nie verkrygbaar, of maklik 
vervoerbaar is nie, of waar die koste van hierdie gasse te 
hoog is. Die nuwe soort inasemingsapparaat vir narkose wat 
dr. Lambrechts beskryf, kan werklik ’n revolusie in die mediese 
wéreld teweegbring. 


In sy ontleding van die aantal sterftes as gevolg van die 
toediening van narkose, kom dr. Jones' tot die gevolgtrekking 
dat daar in ons land gedurende 1957 waarskynlik ten minste 
200 persone gesterf het as gevolg van die narkose wat hulle 
ontvang het. Sterfte as gevolg van narkose bly dus, ten spyte 
van die groot vooruitgang wat daar wel in hierdie vertakking 
van die medisyne gemaak is, ’n belangrike publieke gesond- 
heidsprobleem. En alhoewel dit die geval is dat ons nooit 
die sterftesyfer van die toediening van narkose tot nul sal 
kan herlei nie—omdat daar te veel onbekende en onbereken- 
bare faktore is—sou ons deur noukeurige toepassing van die 
kennis wat ons wel het, daarin kon slaag om die sterftesyfer 
tot *n minimum te reduseer. Ons het hier dus te doen met ’n 
probleem wat tuis hoort by die mediese opvoeders, die alge- 
mene praktisyns, die spesialiste, sowel as by die algemene 
publiek, en wat ’n groot belofte van sukses inhou as dit ver- 
standig en met toewyding aangepak word. 

1. Jones, C. S. (1959): S. Afr. T. Geneesk., 33, 1036. 


2. idem (1959): Tbid., 33, 797. 
Lambrechts, W. en Parkhouse, J. (1959): Jbid., 33, 1036. 


HEREDITARY SPHEROCYTOSIS IN THE BANTU 


J. Metz, M.B., B.Cu., South African Institute for Medical Research, Baragwanath Hospital, Johannesburg 


The important diagnostic features of hereditary sphero- 
cytosis (congenital spherocytosis, acholuric jaundice) are 
that it is a congenital and hereditary disease, with sphero- 
cytosis and increased osmotic fragility of the red cells, and 
an excellent response to splenectomy. The disease is rare 
in Negroes, and the cases recorded in this ethnic group 
have been discovered in the United States.‘ In the South 
African Bantu, while acquired haemolytic anaemias are 
common, the hereditary forms are reported to be rare.* 
The report must however be treated with some reserve, 
since it is difficult to investigate the families of Bantu hospital 
patients. Thus, while acceptable examples of hereditary 
spherocytosis in the Bantu have not been recorded, cases 
such as that recently reported by Gon* might be found to be 


examples of the disease, were it possible to examine members 
of the family. 

It thus seems worth while recording an example of heredi- 
tary spherocytosis in a Bantu patient in whom all the neces- 
sary diagnostic criteria were fulfilled. 


CASE REPORT 
W.M., a Bantu male aged 17, was admitted to Baragwanath 
Hospital in December 1957 complaining of pain in the right 
hypochondrium and anorexia of 4 days’ duration. He had noticed 
that his urine was dark and his eyes had become yellow over the 
previous 2 days. He had not experienced a similar episode pre- 
viously. 

Physical examination showed a thin Bantu male, with slight 
conjunctival pallor. The spleen was enlarged to 4 cm. below 
the costal margin. Neither hepatomegaly nor lymphadenopathy 
was noted. 
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TABLE I. RELEVANT HAEMATOLOGICAL FINDINGS IN THE PATIENT AND HIS FAMILY 
Jan. Jun. 17 Jul. 19 Jul. 25 Jul. 15 Aug. Dec. 
1958 1958 1958* 1958 1958 1958 1958 Mother Father Sister 
Haemoglobin g./100 ml. ‘a ea | oo 12-8 15-8 14-7 15-7 16-3 11-2 17-5 15-3 
Packed cell volume % ss - ise 25 33 43 42 44 45 31 50 47 
Mean corpusc. haem. conc. %% as Sa 37 38 37 35 36 36 36 35 33 
Reticulocytes % a oe i a 13 13 7 5 | | ) l 1 
Spherocytosis - “s ++ + + + ++ - -- 
Serum bilirubin mg./100 m!. 
totai 2:5 3-0 1-7 0-8 0-4 0:3 1:0 0:3 0-3 
direct 0-4 0-2 


* Splenectomy performed 


Laboratory Investigations (the haematological methods are those 
described by Dacie*) 

The relevant haematological data are shown in Table I. There 
was moderate normochromic anaemia with reticulocytosis and 
hyperbilirubinaemia. Numerous microspherocytes were present 
in the peripheral blood smears (Fig. 1), but no other morpho- 
logical abnormalities of the red cells were prominent. The osmotic 
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Fig. 1. Peripheral blood film showing numerous spherocytes. 470 


TABLE Il RESULTS OF TESTS FOR RED-CELL OSMOTIC FRAGILITY 
AND AUTOHAEMOLYSIS, EXPRESSED AS A HAEMOLYSIS 


Osmotic Fragility 


After incubation 


°~ NaCl Pre-incubation at 37°C for 24 hours 
Normal Normal 
range Patient range Patient 
0-20 100 100 
0-25 100 100 
0-30 97-100 100 80-100 100 
0-35 90-99 100 72-100 100 
0-40 50-90 99 65-100 100 
0-45 5-45 90 54-96 100 
0-50 0-5 18 36-88 96 
0-55 0 5 5-70 72 
0-60 0 3 0-40 44 
0-65 0 2 0-19 22 
0-70 0 ] 0-9 12 
Autohaemolysis 
24 hours 48 hours 
°* NaCl . . _ ; 
Normal Normal 
range Patient range Patient 
0:20 0-0-5 1-2 0-4-3-5 4-8 


pint of blood transfused 


fragility and autohaemolysis of the red cells was increased (Table 
II), and the post-incubation increase in fragility was considerably 
greater than normal. Bone marrow aspirated from the sternum 
showed normoblastic hyperplasia. The urine contained excessive 
urobilin, but bilirubin was not present. 

The direct and indirect Coombs tests were negative, and anti- 
bodies could not be demonstrated with enzyme-treated red cells. 
Ham’s acid-serum test and the Donath-Landsteiner test were 
negative, and cold agglutinins were not present. Electrophoresis 
of the haemoglobin in a veronal buffer (pH 8-6) showed a single 
component with the mobility of haemoglobin A. Alkali-resistant 
haemoglobin was 0-:3°%, and solubility in 2-58 M_ phosphate 
buffer (pH 6-9, 25°C) was 1-30 g. per litre. Schumm’s test was 
negative, sickling could not be demonstrated, and malaria para- 
sites were not observed. The V.D.R.L., Kahn, Kolmer and 
treponema-immobilization tests were negative. 


Course 


The condition of the patient was observed over 6 months, 
during which time anaemia, reticulocytosis, spherocytosis, and 
hyperbilirubinaemia persisted. A _ red-cell survival study with 
radio-active chromium was carried out, and the time taken for 
half the radio-activity to disappear from the blood (T}Cr) was 
11 days (Fig. 2). There was thus marked shortening of the red- 
cell life span, T$Cr being normally 26 2 days. 

Splenectomy was carried out in July 1958. The spleen was 
enlarged, measuring 15-5 x 11-5 8 cm. Histological examina- 
tion showed congestion of the pulp with dilatation of the sinuses 
and wide separation of the follicles. Haemosiderin was present 
in macrophages scattered throughout the section. The post- 
operative course was uneventful, and 5 weeks after splenectomy 
the patient was well, with haemoglobin value, reticulocyte count 
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Fig. 2. Red-cell survival before (broken line) and after (continuous line) 


splenectomy. The shaded area represents the normal range 
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and serum bilirubin within normal limits (Table 1). Some micro- 
spherocytes were still present in the peripheral blood film. The 
red-cell survival study was repeated, and the red-cell life span 
was now within normal limits, T}Cr being 26 days (Fig. 2). The 
patient was re-examined 6 months after splenectomy, when he 
was free of symptoms, with normal haemoglobin value, reticulo- 
cyte count and serum bilirubin. 

The Family 

The family consists of the father (Bechuana), and mother 
(Zulu), the patient and 2 sisters. The father is in good health; 
his spleen is not palpable, and there is no haematological ab- 
normality. The mother volunteered a history of 4 or 5 attacks 
of headache, jaundice and body pains, the last attack dating back 
to 1945. Physical examination of the mother showed an enlarged 
spleen palpable 2 cm. below the costal margin. Her blood count 
(Table I) showed mild anaemia, reticulocytosis, and the presence 
of numerous microspherocytes in the peripheral blood film. The 
serum bilirubin was 1-0 mg.%, and there was excessive urobili- 
nuria but no bilirubinuria. 

The mother’s parents are dead, and she has 4 sisters, none 
of whom were available for examination. One sister, however, 
was stated to suffer repeated attacks of jaundice, and to have an 
enlarged spleen. 

Of the patient’s 2 siblings, only one was available for examina- 
tion. The spleen was not palpable, and there was no haemato- 
logical abnormality (Table 1). 


DISCUSSION 
While hereditary spherocytosis does occur in the South 
African Bantu, it is evidently rare, and is certainly rarer 
than in the South African White population, among whom 
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the disease appears to be not uncommon. Although it is 
difficult to establish the hereditary nature of the disease 
in Bantu subjects, in the overt case it is often possible to 
provide evidence of the condition on the haematological 
findings and the results of splenectomy. During the 3-year 
period 1956-58, 106 examples of haemolytic anaemia were 
diagnosed at Baragwanath Hospital. Of this number, the 
present case, together with 1 other showing very similar 
features (including the excellent result of splenectomy with 
return of the red-cell life span to normal) but whose family 
were not available for examination, were considered to be 
the only examples of hereditary spherocytosis. 


SUMMARY 


A case of hereditary spherocytosis in a Bantu family is 
presented. The disease is apparently quite rare in the South 
African Bantu. 


I wish to thank Dr. V. H. Wilson, Senior Physician, Barag- 
wanath Hospital, for permission to publish this case, which was 
under his care; Dr. C. G. Anderson for the haemoglobin studies; 
Dr. V. Bokkenheuser for the treponema-immobilization test, 
and Dr. S. M. Lewis for helpful criticism. 
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WHO DOES THE WORK? A SURVEY OF ANAESTHESIA IN THE UNION 
AND SOUTH WEST AFRICA* 


C. S. Jones, M.B., Cu.B., Head of the Department of Anaesthesia, University of Cape Town 


‘O wad some Pow’r the giftie gie us 

To see oursels as others see us! 

It wad frae mony a blunder free us, 
And foolish notion.’ 


Robert Burns 
One of the greatest impediments to the development of 
civilization is the difficulty of communicating our own ideas 
and wants to others, or of understanding the ideas and 
wishes which others desire to communicate to us. This 
difficulty, enshrined in the story of the Tower of Babel, does 
not only obtain between races speaking different tongues, 
but also shrouds men and women who speak the same 
language. They may be unable to express their thoughts with 
sufficient clarity for their hearers to understand them or else 
their conception of the meaning of a word or phrase may be at 
variance with that of their audience. 

Swelling this disability to gross proportions is that element 
of scepticism which, unless exercised judiciously in relation 
to all statements which do not accord with reason and 
common sense, makes of us credulous fools, but which also 
tinges with unwholesome disbelief or obstinacy our acceptance 
of any information which, however correct it may be, if 
taken at its true value might adversly affect our own interests. 
Thus, in the field of medicine, the general practitioner does 
not wish to acknowledge that the exercise of a particuiar 
diagnostic or therapeutic aid might be beyond his capabilities, 
while the specialist is too often loathe to concede that certain 
commonly performed acts falling within his own sphere are 


* The work reported was made possible by the grant of a Cec i 
John Adams Travelling Fellowship. 


yet of such simplicity that the general practitioner might 
safely undertake them. 

To me it seems particularly important that the teaching 
members of the profession should avoid the pitfalls of blind 
dogmatism, and should endeavour to lead their pupils along 
a surveyed path which would best serve the interests of the 
public. The great advances in the medical and allied sciences 
have tended to obscure the basic aim of the medical profession 
which has been, and should always be, service to our fellow men 
in the very broadest sense of that word, not in the restricted 
one of treating a single symptom or disease entity as it arises. 
In planning such a service a map is needed and in the develop- 
ment of human affairs the map must always be incomplete; 
based upon known history but extending into the unknown 
future along broadly defined paths which cannot be followed 
to their ends by the eye alone but must be laboriously trodden 
in creating further history to the end of time. Original work 
strikes out into the unknown, blindly seeking a goal in the 
mists of ignorance and sometimes luckily finding one. 
Research, as the word implies, is rather the minute re- 
examination of the past in order to unearth facts lost or 
overlooked which may help to chart a road into the future. 

Viewed in this l‘ght it is apparent that to plan and speculate 
upon anaesthetic services in the future will depend to a very 
large extent upon information which the immediate past can 
supply. I was most fortunate in being able, through the 
grant of a Cecil John Adams Travelling fellowship by the 
Trustees, and of the necessary leave by the Provincial Adminis- 
tration and the University, to spend much of 1958 in 
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examining the immediate past history of anaesthetic services 
in the Union and in South West Africa. My studies were 
aided immeasurably by the courtesy, the assistance and the 
encouragement I received in all walks of the medical 
profession and in particular from the general practitioners, 
and are here set forth. 

As in all academic work,I sought the answers to several 
questions and, as in all such seeking, I found that the questions 
| posed could not be answered precisely because of the host 
of allied questions which they dragged into sight. Here are 
the questions: 

1. How many anaesthetics are administered in South 
Africa in one year? 

2. What proportion of these anaesthetics is administered 
by doctors who are not specialist anaesthetists ? 

3. What anaesthetic tenchiques do these non-specialist 
anaesthetists practise? 

4. Under what circumstances do these non-specialist 
anaesthetists work ? 

5. For what types of surgery are these anaesthetics given? 

And immediately yet another question had to be answered: 
‘How are these questions to be answered?’ Two ways lay 
open to me and I explored both. 


Official Statistics 


Although there is no agency to which statistical data 
concerning anaesthetics must be reported by all hospitals, 
in this country by far the greatest number of hospitals are 
either owned by the several Provincial Administrations or 
else are subsidized by them. In the latter group fall hospitals 
of 2 types—mission hospitals and private hospitals. As a 
condition of subsidy both these types of hospital are required 
to report on the number of operations performed annually 
on their premises and this information is also collected from 
the ordinary Provincial hospitals. Since almost every 
operation is performed while the patient is under the influence 
of some type of anaesthetic it is reasonably safe to presume 
that the statistics related to operations can be extrapolated to 
give an acceptable figure for the number of anaesthetics. 
But there are other hospitals in which surgery is performed, 
notably unsubsidized private hospitals and nursing homes, 
as well as mine hospitals. Also a not inconsiderable number 
of anaesthetics are administered in maternity hospitals as 
well as in the offices of dentists and doctors and even in the 
homes of patients. A very large proportion of the latter are 
probably local anaesthetics but these, like general anaesthetics, 
carry a hazard and deaths in the dentist’s chair are certainly 
not unknown. 

From the offices of the Hospital Services in the 4 Provinces 
in the Union as well as that in South West Africa, and with 
the consent of the several Directors of Hospital Services, to 
whom I tender my thanks, I collected statistics relating to all 
Provincial hospitals and subsidized hospitals. To these, as 
a result of direct approaches, I was able to add the statistics 
from almost all the mine hospitals and the majority of the 
private hospitals in the Union. All statistics related to the 
year 1957 and from a total of 308 hospitals there were reported 
385,667 operations. This figure does not include work done 
in maternity hospitals and when extrapolated to give figures 
for anaesthetics it excludes also all anaesthetics given in 
doctors’ and dentists’ offices and in patients’ homes. If 
all these were added in the total would very obviously far 
exceed 385,667. But by how far? 
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Individual Sampling 


At the beginning of 1957 there were 7,198 medical 
practitioners on the registers of the South African Medical 
and Dental Council. Some of these doctors reside outside 
the country and 115 of them are specialist anaesthetists who 
are specifiically excluded from this study. Within the 791,000 
square miles of the Union and South West Africa the 
remainder serve a population of 13,083,000. Fifteen large 
urban areas, each with a population exceeding 75,000 (all 
races) together hold 27°% of the total population (3,526,000 
of all races) and were served in 1957 by 1,131 specialists and 
3,045 non-specialist practitioners. The remaining 95 million 
people were served by 89 specialists and 2,440 non-specialist 
practitioners. 


Of this total medical force, more than 5,000 are members 
of the Medical Association of South Africa and with the 
aid of this organization I was able to despatch 4,982 circulars 
asking for specific information along the lines of the questions 
I have set out above. I received over 930 replies, a response 
(roughly 19°) which I felt was unusually good for this type 
of enquiry and indicated a wide interest in the subject of my 
study. Not unnaturally, perhaps, the response from the 
non-urban (country) practitioner was somewhat better than 
that from the city practitioner. Had I been able to make use 
of the facilities possessed by the Medical Council itself, I 
could have limited the population I sampled much more 
rigorously, for a relatively large proportion of the city replies 
were from specialists other than anaesthetists. I was left, 
after winnowing the replies, with 770 replies to be analysed, 
358 of them from non-urban practitioners. 


Well over 70% of these replies indicated that their senders 
had administered anaesthetics during 1957 and contained 
estimates of the volume of work undertaken. If these re- 
sponders constitute a representative sample of the whole 
medical population (excluding all specialists) then, by 
extrapolation, in the country as a whole, at least 887,2 
anaesthetics were administered by non-specialist anaesthetists 
in 1957. This great figure suggests that 7°% of the population 
receive an anaesthetic each year. As a check on the validity 
of this figure, compare it with the estimate of 4-7°%% of the 
population of the USA which was subjected to surgical 
operations in 1950. 


A specialist anaesthetist administers, on the average, 1,000 
anaesthetics per annum, so that an estimated 115,000 
anaesthetics were administered by specialists in 1957. If 
this figure is subtracted from the known total of hospital 
anaesthetics the remainder, represent the work done by 
non-specialist anaesthetists, is more than 70° of that total, 
and a correspondingly greater proportion of the estimated 
total based on the sampling of the medical population. It 
is doubtful, however, whether the number of non-specialists 
who are actively engaged in giving anaesthetics is very much 
more than 20-30°, of the 5,826 non-specialists on the Medical 
Register. If this is so, the replies do not constitute a 
representative sample of the medical population and the 
estimate based upon them must be adjusted downward in 
consequence. But if only 23°, of the medical population 
(non-specialist) are actively engaged in administering anaes- 
thetics the adjusted figure is in the vicinity of 295,000 anaes- 
thetics in one year, leaving a total of about 25,000 anaesthetics 
not accounted for by the hospital statistics and thus repre- 
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senting the volume of work done in maternity hospitals, 
offices and homes. 

In point of fact, nearly 40% of the work done by non- 
specialists is in the field of local anaesthesia, most of this 
probably being for the 24° of anaesthetics which were 
undertaken in offices and homes, although it was apparent 
from the replies that a certain number of general anaesthetics 
are still administered in situations far removed from hospitals. 
A survey of dental anaesthesia would increase both the 
figure for local anaesthesia and the figure for extra-hospital 
anaesthetics. 

While nearly all the local anaesthesia will have been for 
minor surgery and most of the general anaesthesia as well, 
there is a considerable volume of work done for major 
surgery and obstetrics. Here again the country practitioner 
is more likely than his city colleague to anaesthetize for 
major surgery, and to do so more frequently. Nearly 50% 
of the city practitioners who replied never gave anaesthetics 
for major surgery, while only 17°% of their country counter- 
parts were able to escape this chore. 


The answers to 4 of the 5 questions have now been discussed 
and together they hint at the answer tu the query regarding 
the circumstances under which these anaesthetics are given. 
The majority of the work is done in hospitals of various 
sizes and types. There is really only one way to find out 
what these hospitals are like; but the map in Fig. 1 shows the 
places from which answers to my questionnaire were received 
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Fig. 1. Map of Southern Africa. Dots show places from 
which replies to questionnaire were received. Author’s route 
shown by broken (air route) and bold unbroken lines. 


and it is obvious that I should be very hard pressed to visit 
each one in a limited time, however much I might wish to. 
The map shows my journeys by car and by air (the latter of 
course as straight as the crow flies) and at almost every point 
I was able to talk with local practitioners or visit the hospital 
or in some such way acquire an idea of the conditions under 
which anaesthesia was practised in the vicinity. Our national 
roads have made a great impact upon life in the country. 
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Villages are becoming towns and towns are growing into 
cities and everywhere, either through the efforts of the 
townsfolk alone, or with Provincial aid or by the Provincial 
Hospital Authorities themselves, new hospitals are being 
built and existing hospitals improved and expanded. My 
tours were made after a period in the UK, and in my opinion 
as far as requirements for anaesthesia are concerned, our 
hospitals, in whatever corner they may be, are better equipped 
than one would expect and certainly as well equipped as 
most of the hospitals I saw overseas. 


It is right that this should be so, for it is economically 
impossible for even the relatively well paid white-collar 
worker to transport himself or a member of his family great 
distances to seek surgical aid of the simpler sort. Life away 
from home is always expensive, besides being ionely, which 
is an important consideration, especially for children. If the 
patient in a far centre is to see a familiar face regularly, he 
must take that face with him and install its owner in lodgings 
while he himself is in hospital. If his companion is his wife, 
who is to look after the children at home while the parents 
are gone? We must be very careful not to sacrifice the in- 
dividual to efficiency, just as we must be careful not to 
expose him to death from neglect in far and forgotten places. 
For in the field of anaesthesia, to know what is the practice 
in the country as a whole is not merely of academic interest, 
or of practical interest only to the teacher in the ivory tower 
of the University. It is of intense practical importance to 
the nation as a whole. 


At Groote Schuur Hospital the mortality rate associated 
directly with the administration of anaesthetics during the 
years 1956, 1957 and 1958 was of the order of 1 death per 
2,000 anaesthetics. This compares favourably with figures 
reported from overseas, but if the anaesthetic mortality rate 
of the country as a whole is ‘n any way comparable then 
among the 385,667 patients who were operated upon in 
1957 there were at least 200 who were killed by the anaesthetic 
which they received. Death due to anaesthesia is a public- 
health problem of great magnitude. A mortality rate of this 
order would be a matter for grave concern if it were associated 
with an outbreak of diphtheria, typhoid or poliomyelitis. 
Yet this loss from anaesthetics occurs annually and is in- 
creasing. 


It will never be possible to reduce the mortality rate of 
anaesthesia to zero, for anaesthetic deaths are always due to 
error—not always to culpable error by any means, but man 
is fallible and can tire with overwork and is always liable to 
error. Only by ceaseless vigilance and an infinite capacity 
for taking pains can error be reduced to a minimum, and 
there is need for the development of simpler methods and 
a better understanding by the anaesthetist, not only of his 
agents and the way to use them, but of his patients and of 
himself. Complexity is not the answer, for then there are 
more things to watch so that the watcher tires earlier. 
There are also inore things to go wrong. 


While research in all aspects of anaesthesia is important, 
particularly research conducted in the light of the country’s 
conditions and requirements, education is vital and my 
studies will have been well worth while if as a result the 
magnitude of this problem is better realized and it is attacked 
by those responsible for developing medical services for the 
people of South Africa. 
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MINUTES OF MEETING OF FEDERAL COUNCIL HELD IN EAST LONDON ON 
24, 25 AND 26 SEPTEMBER 1959 


(Continued from issue of 28 November 1959, p. 1023) 


REPORT OF THE PARLIAMENTARY COMMITTEE 


Registration by South African Nursing Council of Technician 
Qualifications as Additional Qualifications for Nurses: A report was 
submitted outlining the steps which had been taken towards the 
appointment of an ad hoc committee by the South African Nursing 
Council and the appointment to it of Dr. Grant-Whyte and Dr. 
Waks, with Dr. Combrink as alternate, as representatives of the 
Medical Association. Council Resolved that the action of the Com- 
mittee be Noted. 

58. Public Subscriptions to Funds for Overseas Treatment: A 
lengthy report was submitted regarding the negotiations which had 
taken place in connection with this matter and references made 
to a resolution from the Cape Western Branch which had been 
submitted to the previous Meeting of Council and referred by 
Council to the Parliamentary Committee requesting that representa- 
tions be made to the Minister of Social Welfare. In all the cir- 
cumstances set out, the Committee had agreed to recommend to 
Council that the Cape Western Branch resolution be not supported. 
Council Resolved accordingly. 

Reference was also made to the establishment of a ‘Fund for 
Aiding Medical Treatment Overseas’ as a registered welfare or- 
ganization. The Committee had considered the constitution of this 
proposed organization, and the Secretary of the Western Province 
Local Welfare Board had been advised that the Association would 
have no objection to the registration of the proposed Fund. The 
Committee could not agree to the setting up of a permanent 
committee to screen applicants, but would be willing to cooperate 
to the extent which had already been advised to the Minister of 
Justice, whereby the Association had offered its services in an 
advisory capacity to any magistrate who might request such advice 
when considering individual applications made to him under 
Section 8 of the Welfare Organizations Act No. 40 of 1947. Council 
Resolved that the action of the Committee be Confirmed. 


59. Rules Relating to the Registration of Specialists—Recognition 
of Certain Departments in Hospitals as Equivalent Departments: 
It was reported that this matter had been discussed with the South 
African Medical and Dental Council which was unwilling to take 
any action in this matter. In the circumstances the Committee had 
agreed to recommend to Council that the status quo in this matter 
be maintained at this stage. Council Resolved accordingly. 

60. Income Tax Concessions for Insurance Policies: Reference was 
made to a letter submitted to the Committee by the Cape Western 
Branch. It was pointed out that the suggestions made in the letter 
had been contained in the original representations made to the 
Commissioner for Inland Revenue regarding the question of 
pensions for self-employed persons. In the circumstances the 
Committee had agreed to recommend to Council that no further 
action be taken. Council Resolved accordingly. 

61. Request for the Drugs ‘Noludar’ and ‘ Doriden’ to be Placed on 
the Sixth Schedule: \t was reported that representations had been 
made to the Department of Health in this regard. It was explained 
that a special committee of experts had been appointed to consider 
the whole question of the potentially harmful drugs. As a result 
of this information, the Committee had agreed to recommend to 
Council ‘That in view of the information obtained, the Department 
of Health be not at this stage approached for the inclusion of the 
individual drugs ““Noludar”’ and “Doriden” in the Sixth Schedule.’ 
Council Resolved accordingly. 

62. Free Choice of Doctor—Pensions Cases: A lengthy memoran- 
dum was submitted, giving the history of previous negotiations in 
this regard, and it was stated that the Natal Coastal Branch had 
asked that further representations be made so that pensions cases 
should be able to exercise free choice of doctor. It was reported 
that the Committee had considered the whole question and had 
agreed to recommend to Council that no action be taken regarding 
this matter at this stage. 

In explanation it was pointed out that pensioners were only 
entitled to free treatment by the Pensions Department for their 
disabilities, and in these cases the Department reserved the right to 


provide doctors of its own choice. In all other conditions for 
which the pensioner was himself responsible, he had free choice of 
doctor. The Chairman explained further that the Pensions Depart- 
ment had a panel and used that panel for the purpose of providing 
treatment of pensionable disability. The generally accepted policy 
of the Department was to use the panel in rotation, and this was 
certainly done in the creating of medical boards. 

Although members expressed dissatisfaction with the opinions 
expressed by the Commissioner of Pensions, Council Resolved 
that the recommendation of the Committee be approved. 


63. Rules for the Registration of Medical Technologists—Con- 
ference Convened by South African Medical and Dental Council: It 
was reported that the Committee had agreed that Drs. Dunston, 
Polakow and Murray be appointed, and subsequently Dr. M. 
Shapiro had been appointed as an additional representative. Coun- 
cil Resolved that this be Noted. 

64. Retiring Age—Medical Women: The Committee had re- 
ceived representations from the South African Society of Medical 
Women regarding the retiring age applicable in the Provinces of 
Natal and the Orange Free State. In these Provinces the retiring 
age was 60 years, whereas in the other Provinces and in the Union 
Health Department the retiring age was 65 years. The Committee 
had agreed that this matter be referred to the Augmented Executive 
Committees in Natal and the Orange Free State for negotiation 
with the Provincial Administrations. Council Resolved that the 
action of the Committee be Confirmed. 

65. Salary Scales—Consultants at South African Military 
Hospitals: \t was reported that this matter had been referred by the 
Cape Western Branch which had asked that representations should 
be made for an increase in salary scales of consultants at military 
hospitals. A memorandum was submitted, giving the history of 
prcvious negotiations in this regard. The Chairman referred to an 
interview with the Deputy Surgeon General and stated that if a 
doctor felt that his remuneration was not adequate for the work 
which he performed he should make representations to the Depart- 
ment which would be considered sympathetically. Council Resolved 
that this be Noted. 


66. Assistants at Operations: It was reported that the Committee 
had considered a request of the Kalahari Division of the Cape 
Western Branch for exemption from the rules relating to assistants 
at operations. 

It was pointed out that similar conditions prevailed in South- 
West Africa as were the case in the area covered by the Kalahari 
Division. 

The Chairman stated that the rules already provided for excep- 
tions, and the Committee felt that it would be unwise to apply for 
a revision of the rules as long as provision had been made for 
exceptional circumstances. 

Council Resolved that no approach be made to the South African 
Medical and Dental Council in this regard. 

67. Income Taxation in South Africa: It was reported that the 
Committee had considered a memorandum prepared by the South 
African Federation of Business and Professional Women in regard 
to the separate taxation of husbands and wives. After consideration 
the Committee had agreed to recommend to Council ‘That the 
South African Federation of Business and Professional Women 
be informed that the Association could not support it in its re- 
presentations to the Commissioner for Inland Revenue, because 
in the opinion of the Association it would at this stage be impractic- 
able for the Commissioner to agree to these representations.’ 
Council Resolved that this recommendation be accepted. 


Council adjourned for lunch 
from 12.30 p.m. to 2.15 p.m. 


68. Deputation from Advisory Council of Medical Aid Societies: 
The Chairman of the Central Committee for Contract Practice, 
Mr. Mackenzie, introduced the members of the deputation to 
Council. 

Members of the deputation addressed Council in regard to 2 of 
the subjects under discussion. 
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In connection with (a) the upper income limit of £2,500, it was 
pointed out that many medical aid societies were quite unaware 
of the salaries of their members, as the employers concerned con- 
sidered this to be confidential information which they would not 
divulge to the societies. It was also stated that persons who had 
been members of societies for many years and who had helped to 
build up the society, could not be expected to forfeit their member- 
ship when they reached the upper income limit. 

In regard to (+) the incorporation of new employer members 
(i.e. new firms), it was stressed that the employers concerned refused 
to give advance information to the Association in this regard as it 
involved making public their intentions regarding business mergers. 
This might adversely affect their negotiations and might have a 
definite influence on the stock exchange. Naturally, they had no 
objection to informing the Association of such incorporation after 
the business deal had gone through. 

Numerous questions were asked by members of Council, and 
replies were given. 

Finally, the Chairman thanked the deputation for their presence 
at the meeting. Acclamation. 

The leader of the deputation, speaking on behalf of the delegates, 
expressed appreciation to Council for having heard the case of the 
medical aid societies, and expressed the hope that as a result of the 
meeting the cordial relationship which had always existed between 
the Central Committee for Contract Practice and the Advisory 
Council of Medical Aid Societies would be extended to include the 
Federal Council. Acclamation. 

The deputation left at 3.35 p.m. 

Discussion followed on both the subjects raised by the deputation. 

It was proposed by Mr. du Toit, seconded by Dr. Whitsitt, 
‘That provided that the average earnings of medical aid society 
members do not exceed £1,100 gross per annum, no restriction 
should be placed on individual employees earning in excess of that 
amount.” It was pointed out, however, that any change in the 
policy of the Association in regard to these matters would require 
the rescission of previous resolutions. In the circumstances Council 
agreed that the motion proposed by Mr. du Toit be withdrawn. 
Mr. du Toit stated that he would give notice of motion so that the 
matters could be discussed at the next Meeting of Council. Council 
Resolved that this be Noted. 

69. Unemployment Insurance—Maternity Benefits: It was re- 
ported that the Parliamentary Committee had received representa- 
tions through the South African Society of Obstetricians and 
Gynaecologists regarding the unemployment maternity benefits 
received by mothers whose babies are born prematurely compared 
with those delivered at full term. The Committee had made 
representations to the Unemployment Insurance Commissioner, 
who had given a reasonable ex planation for the procedure in force. 
In the circumstances the Committee had agreed to recommend to 
Council that no further action be taken in this matter. Council 
Resolved accordingly. 

Benefit Societies Formed under Industrial Council Agree- 
ments: It was reported that the Committee had dealt with this 
matter which had first been raised by the Southern Transvaal 
Branch. Information which had been sought had arrived too late 
for the Committee to make any recommendation to Council. It was 
pointed out, however, that all benefit societies should seek the 
approval of the local Branch of the Medical Association which 
had full discretion as to whether to accept or reject the society. 

The Chairman proposed that the Branches should have their 
attention drawn to this fact, and that they should give it adequate 
consideration to ensure that unsatisfactory procedures were not 
entered into. Council Resolved accordingly. 

71. The Desirability of the Continued Maintenance of the Specialist 
Registers by the South Ajrican Medical and Dental Council: A 
lengthy report on this subject was submitted, in which it was 
pointed out that, contrary to popular belief, the number of special- 
ists expressed as a percentage of the total number of practitioners 
had only increased from 15-1°, in 1947 to 18-0°, in 1958. It was 
felt that this could not be considered to be an excessive rate of 
increase. The Committee had agreed to recommend to Council 
that the records of the Association kept in the Head Office in 
Cape Town should include information concerning the type of 
practice carried out by each individual member of the Association. 

The Secretary stated that the Executive Committee had agreed 
to recommend to Council that this be supported. Council Resolved 
accordingly. 
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Dr. Struthers proposed that the Report of the Parliamentary 
Committee be adopted. Council Resolved that the Report be 
adopted. 


REPORT OF THE CENTRAL COMMITTEE FOR CONTRACT PRACTICE 


72. Resignation of Dr. Vercueil: In presenting his Report, Mr. 
Mackenzie, the Chairman of the Committee, referred to the resigna- 
tion of Dr. Vercueil who had been Chairman for a number of 
years. He spoke highly of the manner in which Dr. Vercueil had 
conducted all negotiations, and said that much of the success which 
the Committee had attained had been due to his work as Chairman, 

73. Approval and Removal of Medical Aic Societies: It was 
reported that for the first time since 1947 no applications for 
approval had been received from new societies. The names of 
all societies had been published in the Journal. Council Resolved 
that this be Noted. 

74. Amendments to Constitutions: It was reported that a number 
of amendments to constitutions had been considered. The Commit- 
tee had agreed to recommend to Council that certain of these amend- 
ments be accepted, and that others be referred back for further 
information. Council Resolved accordingly. 

In the case of the proposed amendment of the constitution of the 
Printing Industry Medical Aid Society, whereby only members of 
the Medical Association should be consulted by the members of 
the Society and that the accounts of non-members of the Associa- 
tion would not be accepted, the Committee felt itself unable to 
reach a decision and make a recommendation to Council. After 
discussion Council Resolved that consideration of this matter be 
deferred until the next Meeting of Council, and that in the meantime 
legal opinion on this matter be obtained. 

75. Capitation Fees for Benefit Societies: Council was reminded 
that the fees for general practitioners had been referred back to the 
Committee for further consideration at the last Meeting of Council. 
The Committee had now agreed to recommend to Council that the 
fees should be 27/6 per capita or 84/- per member (including 
dependants) for European members and those non-European 
members whose conditions of service and rates of pay were the 
same as Europeans, and that the rates for all other Coloured 
members, including Africans and Indians, be 18/6 per capita or 
55/- per member. It was stressed that these were minimum capita- 
tion fees. 

It was further reported that the Executive of the Committee 
had met representatives of the specialist Groups regarding capita- 
tion fees for specialists. Agreement had been reached regarding 
the fees for a number of specialities, but some remained outstanding. 
The Committee recommended that those items on which agreement 
had been reached should be accepted by Council. 

An amendment was proposed by Dr. Struthers, that this portion 
of the Report be referred back to the Committee in toto, in order 
that they might produce a final report for Council regarding the 
capitation fees to be paid to specialists. When put to the vote, 
this amendment was Carried. It was put as a substantive motion 
and Council Resolved accordingly. 

76. Income Ceiling for Members of Benefit Societies: \t was 
reported that the Committee had considered the rule regarding 
benefit societies. At present the income limit was £600 per annum 
for a member with dependants and £300 per annum in the case of 
persons without dependants, but 5°, of the members may have an 
income up to £1,500 per annum. The Committee recommended 
that these limits be changed so that the limit for members with 
dependants be £750 per annum and for those without dependants 
£400 per annum, and that the 5°, of members allowed beyond 
these limits be allowed to have an income up to £1,750 per annum. 

After discussion Council Resolved that this matter be referred 
back to the Committee for further consideration. 


Council adjourned for dinner 
from 6 p.m. to 8.10 p.m. 


77. Disciplinary Action in Relation to Practitioners who Overtreat 
Members of Medical Aid Societies: \t was reported that the Cape 
Western Branch had asked for a method of procedure in dealing 
with matters of dispute arising out of accounts rendered to medical 
aid societies. The Committee had considered the matter and had 
agreed that medical aid societies should first write to the doctor 
concerned to obtain information or an explanation. The Branches 
could deal with the doctor later if the society was not satisfied. 
Generally, a personal interview of Branch representatives with the 
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doctor could produce the desired results. It had therefore agreed 
to recommend to Council that an amendment be made to Item 12 
of the General Rules governing the Tariff, so that this would now 
read: “Approved medical aid societies may refer to the respective 
Branch of the Association any cases about which they are in doubt, 
after reference to the doctor concerned, should it still be necessary.’ 

After discussion Council Resolved accordingly. Council further 
Resolved that the Branches be informed of the change which had 
been made. 

78. General Preamble to the Tariff of Fees: \t was reported that 
the Southern Transvaal Branch had referred Items 1 and 2 of 
the General Preamble to the Tariff of Fees to the Committee for 
definition. The Committee had discussed this matter and had 
agreed to recommend to Council that the words ‘subject to the 
conditions enumerated in Item 2’ be added to Item 1 (6). 

After discussion the recommendation was put to the vote and 
Council Resolved accordingly. 

In response to a request, the Associate Secretary undertook to 
inform the Branches regarding the limitation of benefits of each of 
the medical aid societies approved by the Association. 

79. Ectopic Surgery: \t was reported that the Natal Coastal 
Branch had requested that ectopic surgery should fall into the 
category of general surgery because medical aid societies had 
disclaimed responsibility for the accounts for ectopic pregnancy 
because they were classed as maternity benefits. Opinion had been 
divided and the Committee wished Council to make the necessary 
decision. 

After discussion Council Resolved that ectopic surgery should not 
be classed under the section dealing with maternity benefits but 
should be included in the section of gynaecological emergencies. 

80. Travelling Fees—Reduction or not for Police Cases: The 
Police Department had asked for a clarification of Note 2 on page 51 
of the Tariff book. The question was whether travelling fees were 
subject to the reduction applicable to cases for which the Govern- 
ment was responsible. The Committee had ruled that travelling 
fees should not be subject to the reduction allowed to Government 
Departments, and had agreed to recommend to Council that this 
ruling be confirmed and that the fact be included in the next re- 
printing of the Tariff book as requested by the Police Department. 
eee Resolved accordingly. 

Fees for Open-heart Operations: It was reported that no 
~- had been provided in the Tariff book for open-heart operations 
using the heart-lung machine where a team of surgeons and physi- 
cians was required. An enquiry had come from the Defence Depart- 
ment because a claim for 150 guineas for the surgeon plus 75 
guineas for the senior assistant surgeon and 25 guineas each for 
2 assistant surgeons had been received. The Committee had con- 
sidered all the circumstances and had agreed that the fee suggested 
by the surgeon should be accepted as reasonable until such time as 
a =f fee could be fixed. Council Resolved that this be Noted. 

. Fees for the Removal of Foreign Bodies: \t was reported that 
the | Southern Transvaal Branch had submitted that guidance was 
frequently sought for accounts for removal of foreign bodies and 
had forwarded a schedule for consideration as follows: 

(a) Fingers or lying superficial to the deep fascia or in the back 
of the hand: £5 Os. 0d. 

(b) Deep to deep fascia excluding those intraperitoneal: 
£12 10s. Od. 

(c) In palm of hand or sole of foot: £14 10s. 0d. 

(d) Penetrating into large joints requiring arthrotomy: £23 
Os. Od. 

The Committee had agreed that these fees were acceptable as a 
guide and that provision for them should be made in the Tariff 
when revised. 

Council Resolved that this be Noted. 

83. Charge of Ov ‘siting: It was reported that the East Rand 
Branch had submi'tcd correspondence which had passed between 
the Branch, a medical aid society and the doctor concerned. 

Considerable discussion followed and finally Council Resolved 
that this matter be referred back to the Committee to deal with in 
discretion and in the light of the legal opinion to be obtained under 
Minute 74 above. 

84. Anaesthetics for Electro-convulsive Therapy: \t was reported 
that the Northern Association of Medical Aid Societies had 
submitted accounts for consideration of cases where the anaes- 
thetic fee had been increased because the patient was a member of a 
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medical aid society. The Committee had ruled that a doctor could 
charge medical aid rates if he found that the patient belonged to 
an approved medical aid society, even though he had rendered an 
account for private fees at a lower rate. The Committee con- 
sidered, however, that this matter should be clarified when the 
Tariff was revised. 

Council Resolved that the ruling of the Committee be Confirmed 
and that this question be clarified in the revision of the Tariff. 

85. Claim Forms: It was reported that the Cape Western Branch 
had submitted a request that special claim forms for medical aid 
societies be discontinued and that they be replaced by the use of 
specified accounts only. This matter had been discussed with 
representatives of medical aid societies at a joint meeting. After 
discussion the Committee had agreed to recommend to Council 
that members of the Association should be advised through the 
Journal that they should use reasonably sized account forms so that 
all the necessary details could be supplied thereon, and that they 
should make use of Tariff reference numbers on their accounts. 
Council Resolved accordingly. 

86. S.A. Mutual Medical Aid Society: It was reported that the 
change of name of the Mutual Medical Aid Society of 1954 to 
the S.A. Mutual Medical Aid Society had led to some confusion 
as this Society was not recognized whereas the S.A. Mutual Staff 
Medical Aid Society was approved. 

After discussion Council Resolved that a personal confidential 
letter, setting out the whole position, be sent to all members of the 
Association. 

87. Responsibility of Societies for Payment of Accounts: It was 
reported that there was dissatisfaction amongst members of the 
Association who sent in accounts after 2 or 3 months and were told 
by societies that a member had left or had exceeded his benefits. 
This matter had been taken up with the Advisory Council of Medic- 
al Aid Societies and a reply had been received. 


Council Resolved that the reply of the societies be published in 
the Journal for general information. 


88. General Practitioners’ Fees for Visits: \t was reported that 
the Committee had been asked by the Advisory Council of Medical 
Aid Societies to define the areas where the charge of 17/6 for a 
visit by a general practitioner would be applicable. The fee in 
other areas was 15/- per visit. The Committee had agreed to 
recommend to Council that the fee of 17/6 per visit should apply 
only to certain specified areas, namely, East London, Pretoria, 
Cape Town, Port Elizabeth, Kimberley, Durban, Pietermaritzburg 
and Bloemfontein. No travelling fees would be permissible in the 
municipal areas of these towns. 

Council Resolved that the recommendation of the Committee 
be approved. 

89. Attention to More than one Patient in one Home: It was re- 
ported that a request had been received to have this matter clarified. 
The Committee had agreed to recommend to Council that the 
relevant paragraph in the Tariff book be amended to read: “When 
more than one patient in the same household is attended on the 
occasion of the same consultation at the doctor’s consulting room 
for the same illness, the Tariff fee shall be charged for the first 
patient and 50°, of this fee for each additional patient. Should 
the patients be suffering from different illnesses, a full consultation 
fee may be charged in each case. In the case of domiciliary visits, 
the reduction for each additional patient shall apply whether it be 
for the same or different illnesses.’ Council Resolved that this 
amendment be made. 

90. Fees for Angiograms: It was reported that representatives of 
the medical aid societies had agreed to the amended fees adopted by 
Council at its last meeting, namely, Item ‘W’ 20 (c) injection of 
contrast medium, should have the fee changed to £7 Os. Od. (un- 
ilateral) and £10 Os. Od. (bilateral). Council Resolved that this be 
Noted. 

91. Limitation of Fee in Section ‘I’—Time Limit to which Restric- 
tion should Apply: It was reported that representatives of the 
medical aid societies had requested that the fees for psychiatric 
treatment should not exceed £85 per case in toto, and that if 
necessary Rule 9 of the General Rules governing the Tariff could be 
applied. Council Resolved accordingly. 

92. Number of Visits Permissible to a Patient in Hospital: lt 
was stated that Item 11 of the General Rules governing the Tariff 
laid down that after a series of 20 visits by a general practitioner 
or 15 visits by a specialist, the practitioner should report to the 
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society as soon as possible if further visits were necessary. This 
matter had been discussed at the joint meeting with representatives 
of the medical aid societies, and it had been agreed that doctors 
need not inform a society of more than the listed number of 
visits when seeing a case in hospital, and that where a case was 
seen frequently the weekly fee should apply. Council Resolved 
that this be Noted. 

93. Charges Applicable to Inoculations in Time of Epidemics or 
Threatened Epidemics It was reported that the societies had 
experienced a great variety of charges made for inoculations during 
recent typhoid scare in Johannesburg. Although a large number of 
practitioners had made concessions, there were some who had 
insisted on charging the full tariff rate for their services. The 
societies had requested that some suitable reduction should be 
automatically applicable in cases of future epidemics or threatened 
epidemics. The Committee had agreed to recommend to Council 
that when large numbers of inoculations were done in epidemics or 
threatened epidemics, there were 2 alternatives: (1) The public 
service offered by local authorities, of which people could make 
use, and (2) that when persons went to private practitioners 50°% of 
the normal consultation fee excluding the cost of material should 
apply. 

In the discussion which followed, it was felt that 50°, of the 
normal consultation fee was too high in the circumstances and 
Council Resolved that the matter be referred back to the Committee 
for a suitable recommendation. 


94. Unsatisfactory Results Obtained when Matters were Referred 
to Individual Branches of the Medical Association for Consideration: 
It was reported that societies had complained of the delay in re- 
ceiving replies, the absence of explanations and the fact that Branch 
rulings sometimes conflicted with previous rulings of the Com- 
mittee. The societies had been informed that the machinery existed 
through the Branches. The delay was inevitable in the circum- 
stances, and a doctor knew when an account was in question, 
because the Branch informed him. Branches would be asked to 
explain the application of the particular Tariff section but could not 
give reasons for or methods of disciplining doctors. Furthermore, 
if a ruling was in conflict with a previous ruling, the society could 
refer it to the Central Committee for Contract Practice. Council 
Agreed that this be Noted. 


95. Instances of Excess of ‘Preferential’ Tariff Over Private 
Rates, Charges Made in Excess of Tariff and False Accounts 
Rendered: \t was reported that societies continually found, when 
asking for details of accounts, that the original fees were raised to 
‘preferential’ rates. The Committee had explained that it was 
correct for a doctor to charge medical aid rates if he found the 
patient to be a member of a society. Where it was a question of 
whether the fee was higher than the customary private fee, it should 
be referred to the Branch. The representatives of societies thought 
that the paragraph on the cover of the Tariff book should be made 
more prominent. A suggestion had been made that the Tariff fee 
should be stipulated with the proviso ‘except where the private fee is 
lower.” In cases where practitioners accepted payment from 
societies at Tariff rates and endeavoured to recover further amounts 
from the patient personally, the matter could also be brought to 
the notice of the Branch as it was considered highly irregular 
False accounts with or without collusion of the patient was a matter 
for either the courts of law and, or the Medical Council. 

Council Resolved that this be Noted. 


96. Information regarding Termination of Membership of a 
Society: it was reported that representatives of the societies had 
stated that the societies were not advised immediately of the 
termination of a member's employment. The name of the doctor 
was not always known, nor whether the member was under treat- 
ment at the time, therefore they could not advise the doctor 
concerned that the member was about to leave or had lefi the 
society. It was only possible if the doctor enquired whether a 
course of treatment could be proceeded with. 

Council Resolved that this be Noted. 


97. Rendering of Accounts: The representatives had requested 
that practitioners should detail their accounts with reference to the 
Tariff items, as much work was entailed in obtaining these particu- 
lars afterwards. General practitioners and specialists should specify 
to whom or by whom respectively cases had been referred. Societies 
could not settle accounts unless they were in order. Practitioners 
should not send in accounts to the society immediately but only 
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after 2 months. The Committee had agreed to recommend to 
Council that a notice be placed in the Journal again explaining 
these matters to members of the Association. Council Resolved 
accordingly. 

98. Medical Insurance Schemes: it was reported that the Com- 
mittee had considered this matter and had agreed to recommend to 
Council ‘That the present Sub-Committee on Insurance be dis- 
charged and that a Committee be appointed to consider the rela- 
tionship of the Association with medical insurance schemes, to 
formulate a policy and make a recommendation to Federal Council.’ 

Council Resolved that discussion on this matter be deferred until 
the Report of the Sub-Committee on Insurance was considered. 

Mr. Mackenzie then moved the adoption of the Contract 
Practice Committee Report. This was seconded by Dr. Alexander 
and Council Resolved that the Report be adopted. 

Dr. Struthers proposed a vote of thanks to the Chairman of the 
Committee. This was Carried with acclamation. 

Mr. Mackenzie proposed a vote of thanks to the Associate 
Secretary for the assistance which he had given. This was Carried 
with acclamation. 

99. Report of Sub-Committee on Insurance: The Report of the 
Sub-Committee was submitted, together with a memorandum 
prepared jointly by the S.A. National Sickness & Accident Associa- 
tion (Sansom) and the S.A. Mutual Medical Aid Society. 

Considerable discussion followed, and it was proposed by Dr. 
Lawrance, seconded by Dr. Grundlingh, ‘That Council instructs 
its Central Committee for Contract Practice to commence nego- 
tiations with the insurance companies with a view to establishing a 
tariff of fees agreeable to both parties.” 

After further discussion an amendment was proposed by Dr. 
Schaffer, seconded by Mr. Mackenzie, ‘That the Association will 
be prepared to discuss all aspects of medical insurance with any 
organization which provides or wishes to provide for prepaid 
medical care.” 

Finally the amendment was put to the vote and Carried by 30 
votes to 11. When it was put as the substantive motion, Council 
Resolved accordingly. 

The question of the appointment of a new Committee was then 
discussed. The Chairman drew attention to the recommendation 
of the Central Committee for Contract Practice which had re- 
commended ‘That the present Sub-Committee on Insurance be 
discharged and that a Committee be appointed to consider the 
relationship of the Association with medical insurance schemes, 
to formulate a policy and make a recommendation to Federal 
Council.” He proposed that Council accept this recommendation. 
Council Resolved that the existing Sub-Committee on Insurance be 
discharged with thanks for its services. 


Council adjourned at 11.45 p.m. 

SATURDAY 26 SEPTEMBER 

The Meeting commenced at 9.5 a.m. 
Chair. 

100. Report of the Federal Ethical Committee: Council Noted 


that the Convener was absent from the Meeting and that he had 
stated that he had nothing to report. 


Dr. Struthers was in the 


101. Report of Workmen’s Compensation Act Sub-Committee 
In presenting this Report, Mr. J. G. A. du Toit paid tribute to 
Dr. Vercueil who had been Chairman of the Sub-Committee for a 
number of years and had done excellent work on behalf of the 
Association. He referred to the pleasant relationship which existed 
between the Sub-Committee and the Workmen's Compensation 
Commissioner and his staff. Council Noted this with acclamation. 


102. Complaint regarding Treatment of Patient M.Z. by Drs. 
B. and W.; This matter concerned the giving of an anaesthetic, 
the necessity for which was questioned. The Commissioner had 
agreed that he would instruct his local medical representatives to 
enquire further into the circumstances of the case. Council 
Resolved that this be Noted. 

103. ltem 6 of the Schedule of Fees—Treatment of Infections of 
the Extremities Requiring Incision: \t was reported that after the 
last Meeting of Council this matter had again been discussed with 
the Commissioner. In view of certain abuses, the Commissioner 
still wished Item 6 to be deleted from the schedule of fees, leaving 
the conditions in that schedule for assessment by him under 
Section 40 of the tariff. The Sub-Committee had agreed to recom- 
mend to Council accordingly. 
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Council Resolved to agree to the deletion of Section 6 of the 
tariff of fees, in accordance with the Sub-Committee’s recommen- 
dation. 

104. Treatment of Trivial Injuries by Specialists: It was reported 
that the Commissioner had been informed that the Cape Western 
Branch had recommended that trivial injuries sustained by workers 
should be referred to specialists only on the recommendation of a 
general practitioner or in the case of an emergency. The Com- 
missioner had stated that the policy of his Department was as 
follows: “Every case where an injured workirian consults a specialist 
directly without first having consulted a general practitioner is 
considered on its own merits. If the condition complained of is 
of a trivial or minor nature which could as well have been treated 
by a general practitioner, then the general practitioner rates may 
be applied under Section 77 of the Act read with Para. 6(d) of 
the Preamble to the Scale of Fees which provides that if a specialist 
is consulted for a trivial injury, general practitioner rates only will 
be applied. If, however, a specialist’s attention is considered 
reasonable and warranted, the higher rates will be paid.’ The 
Commissioner had stated further that he would always pay a 
specialist at specialist rates, even for the treatment of a trivial 
injury, provided that the patient had been referred to the specialist 
by a general practitioner. 

It was noted that the first sentence of paragraph 7 of the Preamble 
to the Tariff of Fees read: ‘The workman is permitted to choose 
freely his own doctor, and no interference with this privilege is 
permitted as long as it is exercised reasonably and without prejudice 
to the workman himself or the Accident Fund.” Note (iii) appearing 
at the bottom of paragraph 1 of the Medical Council’s Ethical 
Rule 13, reading, ‘A specialist may treat any person who may come 
to him direct for consultation’, was also noted. 

As a result, the Sub-Committee had agreed to recommend to 
Council that the request of the Cape Western Branch be not 
supported. Council Resolved accordingly. Council further 
Resolved that this matter be referred back to the Sub-Committee 
to negotiate a uniform standard fee for both general practitioner 
and specialist for minor procedures. 

105. Query by the Commissioner of Claims Submitted by Drs. H. 
and F.: Three claims had been brought into question and affidavits 
had been obtained from the workmen concerned regarding the 
treatment they had received. These had been considered by the 
Sub-Committee and it had been agreed to recommend to Council 
that the Commissioner be invited to refer the matter to the Ethical 
Committee of the relative Branch Council for investigation and 
report back to the Commissioner. 

After discussion, Council Resolved accordingly. 

Mr. du Toit then moved the adoption of the Report of the 
Workmen’s Compensation Act Sub-Committee. Council Resolved 
that the Report be adopted. 

Dr. Struthers proposed a vote of thanks to the Convener and 
Secretary of the Sub-Committee for their work. This was accorded 
with acclamation. 


106. Report of Sub-Committee on Rehabilitation: Dr. Adler 
presented the Report of the Sub-Committee regarding corres- 
pondence which had taken place between the Sub-Committee and 
the Secretary for Labour in connection with the South African 
Rehabilitation Council and the Industrial Rehabilitation Centre. 
He stated that he had nothing to add to the Report as submitted, 
and he moved its adoption. This was seconded by Dr. L. S. 
Robertson, and Council Resolved that the Report be adopted. 


107. Sub-Committee on Medical Education and Internships: 
Council Noted that the Convener was overseas and that there was 
no Report to be considered. 


108. Sub-Committee for Liaison with Dental Association of 
South Africa: Council Noted that the Convener had stated that 
there was nothing to report to Council. 


109. Sub-Committee for Liaison with South African Nursing 
Association: Council Noted that no meetings had been held and 
that there was no Report from the Sub-Committee. 


110. Report of Sub-Committee for Liaison with Pharmaceutical 
Society of South Africa: This Report was presented by Dr. Turton 
who stated that a joint meeting had been held on 27 July 1959, 
at which the following matters had been discussed: 

111. Activities of Members of Pharmaceutical Profession and 
Medical Profession in relation to Benefit Society Work: The Sub- 
Committee had noted the resolution which had been adopted by 
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Federal Council at its last Meeting in regard to this matter, and 
had agreed that if and when disputes arose within a particular 
area these disputes should in the first place be referred to the 
Committee who would then refer the matter to the local Branch 
of the Medical Association. Council Resolved that this be Noted. 

112. ‘Over the Counter’ Prescribing by Chemists: The Sub- 
Committee had noted the resolution which had been accepted 
by Federal Council at its last Meeting in connection with this 
matter. The Chairman of the Sub-Committee had undertaken to 
contact suitable persons to write the articles referred to in the 
resolution. Council Resolved that this be Noted. 

113. Diversion by Medical Practitioners of Prescriptions to a 
Specific Pharmacy: The Sub-Committee had noted that Council 
had agreed with its recommendation made at the last Meeting 
in connection with this matter. The attention of the Sub-Com- 
mittee had been drawn to a letter from the South African Medical 
and Dental Council to the South African Pharmacy Board which 
contained the following paragraph: ‘At the time the Council 
expressed the view that, whereas this might be a counsel of per- 
fection, it was not acceptable when considered from all aspects 
and would be impracticable to give effect to. Medical practitioners 
might know of certain prescriptions not being made up properly 
by certain dispensers and they could not be denied the right in 
such cases to direct the patients to other dispensers.’ 

The Chairman of the Sub-Committee suggested that Federal 
Council should approach the South African Medical and Dental 
Council with the request that this paragraph be withdrawn. After 
discussion Council Resolved that the recommendation be accepted. 

114. Creation of a Formulary for Non-European Patients: \t 
was reported that the Sub-Committee had discussed a memorandum 
dealing with the creation of a national formulary which had been 
prepared by Mr. Righthouse. During the discussion attention 
had been drawn to the practical difficulties which would be met 
in the introduction and application of such a formulary. The 
Sub-Committee had agreed to recommend to both the Pharma- 
ceutical Society of South Africa and to the Federal Council 
‘that both bodies should agree in principle to the creation of a 
national formulary which could be used by medical practitioners 
in prescribing for their patients who fell into the lower income 
group.” It was further reported that Mr. Righthouse had under- 
taken to prepare a further memorandum dealing with the subject, 
indicating the lines on which the formulary could be compiled 
and introduced. 

Council Resolved that these matters be Noted. 


115. Pamphlet on PHD Regulations which the Pharmaceutical 
Society Proposed to Issue: The Sub-Committee had considered a 
memorandum entitled ‘Prescriptions for Potentially Harmful 
Drugs’ which had been prepared by Mr. Righthouse. Various 
suggestions had been made by members of the Sub-Committee, 
and the pamphlet had been redrafted. Briefly, it contained (a) a 
summary of the requirements of the law relating to the prescribing 
of potentially harmful drugs, (6) a summary of the requirements of 
the law relating to the supply of potentially harmful drugs, 
(c) extracts from the Medical, Dental and Pharmacy Act relating 
to potentially harmful drugs, (d) rulings previously given by the 
South African Pharmacy Board in connection with the supply of 
potentially harmful drugs, (e) a copy of the Sixth Schedule to the 
Medical, Dental and Pharmacy Act, and (f/f) the following 
suggestion to medical practitioners: ‘Since about 95% of all 
prescriptions written today contain a potentially harmful drug, 
the whole matter would be simplified for the doctor if he were to 
observe Sections 65(bis)(1)(c), (5) and (6) in every instance rather 
than to attempt to memorize the long and complex list of drugs. 
Council Resolved that this be Noted. 

The Sub-Committee had further agreed to recommend to the 
Pharmaceutical Society and to the Federal Council that the 
pamphlet issued in the name of the Sub-Committee be published 
in the official journals of both bodies for information and guidance 
of members. Council Resolved accordingly. 

116. Doctors in Employment who are Required to Perform 
Pharmaceutical Duties: It was reported that the Sub-Committee 
had considered a memorandum which had been prepared by the 
Pharmaceutical Society on this subject. The Sub-Committee had 
agreed to recommend to Council ‘That the Association accepts 
as a principle that it is undesirable for a medical practitioner to 
accept an appointment either ful! :me or part-time to any body 
where such body lays down as a condition of employment that the 
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practitioner agrees to undertake dispensing, it being realized, 
however, that exceptions to this general principle would have to 
be allowed where the services of a pharmacist were not readily 
available.’ Council was reminded that where exceptions were to 
be made, it would lie within the discretion of the Branch concerned. 

Council Resolved Nem. Con. that the recommendation be 
accepted. 

Dr. Turton then proposed the adoption of the Report of the 
Sub-Committee. Council Resolved that the Report be adopted. 

Dr. Struthers proposed a vote of thanks to Dr. Turton as 
Chairman of the Sub-Committee. This was accorded with acclama- 
tion. 


HONOURS 


117. Association’s Silver Medal: The Secretary stated that a 
nomination, together with a citation, had been received that the 
Association’s Silver Medal be awarded to Dr. James Gear. 

A ballot vote was taken and Council Resolved that the award of 
the Association’s Silver Medal be made to Dr. James Gear. 
Acclamation. 

118. Bronze Medals: The Chairman announced that 3 nomina- 
tions, together with citations, had been received for the award of 
the Association’s Bronze Medal. Under the rules of this award, 
it was not possible to make any further awards until 1960. In the 
circumstances he proposed that the nominations stand over until 
the next Meeting. Council Resoived accordingly. 

119. Emeritus Membership: The Secretary stated that 2 nomina- 
tions had been received from the Southern Transvaal Branch. 
The members nominated were Prof. Raymond Dart and Dr. 
George Buchanan. Citations were submitted with the nominations. 

Council Resolved that Professor Dart and Dr. Buchanan be 
elected to Emeritus Membership of the Association. 


CONSTITUTIONAL MATTERS 


120. Amendment of Cape Western Branch Rules 13, 15 and 38: 
It was reported that the Cape Western Branch had submitted 
amendments to Rules 13, 15 and 38 of its Constitution. These 
were examined and Dr. Purcell proposed that Council approve 
the amendments. Council Resolved accordingly. 

121. East Rand Branch—Change of Narie: A request from the 
East Rand Branch was received that its name be changed to 
‘Eastern Transvaal Branch’. Dr. Turton proposed that Council 
approve the change. Council Resolved accordingly. 

122. Amendment of Standing Order 35: It was reported that 
notice of motion had been received over the names of Dr. M. 
Shapiro and Dr. C. Adler, ‘That Rule 35 of the Standing Orders 
of Council be amended to read: “‘The Secretary shall forward a 
copy of the Minutes of each Meeting of the Council and of every 
Committee of the Council (other than the Federal Ethical Com- 
mittee) to ali members of the Council as soon as possible after 
the meeting has been held.” ’ 

After short discussion Council Resolved accordingly. 

123. British Commonwealth Medical Conference and Annual 
Meeting of British Medical Association, July 1959: The ex-President, 
Dr. R. Schaffer, reported on his visit to England and his attendance 
at these meetings. He referred to the Report of the Conference 
which had been submitted by the Secretary of the British Medical 
Association and his own Report which had also been circulated. 
Dr. Schaffer then amplified his Report at some length, stressing 
particularly the need for South Africa to be represented at inter- 
national conferences, in view of our position as the oldest medical 
association in Africa south of the Sahara. He pointed out that 
the maintenance of our position of leadership would more than 

justify any expense which might be involved. In conclusion he 
thanked the Council for having appointed him to be its representa- 
tive at the meetings. 

Dr. Schaffer was asked certain questions, to which he replied. 
He was thanked for his Report and for his representation of the 
Association. 

The Chairman stated that Council had been asked to express 
its views regarding certain questions put to national associations 
by the Conference. They were as follows: 

‘1. Do you consider that some machinery, whether new or an 
adaptation of existing facilities, is desirable to maintain a more 
active continuity of contact between constituent associations in 
the intervals between Conferences ?” 
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Council Resolved that the answer to this question be in the 
negative. 

‘2. Does the idea of a Commonwealth Medical Association, 
open to all recognized medical associations and units in the 
Commonwealth commend itself to you as meriting closer con- 
sideration ?” 

Council Resolved that the answer to this question be in the 
negative. 

The third question fell away. 

‘4. If your reply to Question 3 is in the negative, do you think 
the Honorary Secretary/Treasurer of the Conference should act 
as a channel for the purposes listed in paragraph 2 on page 4 of 
the Report? ‘You will remember that the first Conference in 
Saskatoon invited the BMA to permit its Secretary to act as 
Honorary Secretary/Treasurer of the Conference.’ 

Council Resolved that the answer to this question be in the 
affirmative. 

Dr. Schaffer pointed out that in future Conferences would be 
held every second year, and the Association’s share of the financial 
pool would amount to £325 on each occasion. The Secretary 
suggested that the Association should budget for half this amount 
in each year, to be paid to the British Medical Association in 
advance. Council Resolved Nem. Con. that an amount of £162 
10s. Od. be paid to the British Medical Association at the com- 
mencement of each year as the Association’s contribution to the 
financial pool of the British Commonwealth Medical Conference. 

In connection with the question of overseas appointments for 
British medical graduates, Dr. Schaffer undertook to prepare a 
memorandum for submission to Council at its next Meeting. 
Council Resolved that this be Noted. 

Dr. Schaffer moved that his Report be adopted. 
Resolved accordingly. 

The Chairman moved a vote of thanks to Dr. Schaffer which 
was accorded with acclamation. 


124. Vote of Thanks: After the tea interval, the ladies who had 
prepared the morning, afternoon and evening tea during the 
sessions of Council were asked to be present. The Chairman on 
behalf of the Council thanked them for their hospitality. Acclama- 
tion. 


125. Professional Provident Society of South Africa—Appointment 
of Representative and Alternate: The Chairman stated that with 
the resignation of Dr. Gluckman as the Association’s representa- 
tive on the Board of Management of the Professional Provident 
Society, he had appointed Dr. Penn, the alternate delegate, to be 
the Association’s representative. It was proposed that Dr. Penn 
continue in that position and that Dr. Agranat be appointed 
alternate delegate. 

Council Resolved that Dr. H. Penn be the Association’s 
representative on the Board of Management of the Professional 
Provident Society, and that Dr. A. L. Agranat be the alternate 
delegate. 


126. South African Medical Congress, East London, September 
1959: At the request of the Chairman, the President of the Border 
Branch, Dr. J. K. McCabe, reported. 

The Chairman stated that he wished to express to Dr. McCabe 
and the members of the Border Branch the thanks of the Federal 
Council and of the Association for the considerable amount of 
work which had been undertaken in preparation for the Congress. 
Although it was known that the work had been undertaken by a 
comparatively small number of people and it would be invidious 
to mention names, he felt that he should particularly mention 
the wife of the President of the Branch, Dr. Elizabeth McCabe. 
Council Resolved that the thanks of the Council and the Association 
to the Border Branch be recorded. Acclamation. 


Council 


MISCELLANEOUS 


127. Restrictions Imposed on Medical Prescriptions: A letter 
from the Registrar of the South African Medical and Dental 
Council was submitted, covering a memorandum prepared by 
Prof. H. W. Snyman. A further letter from the Registrar drew 
attention to the existence of a Therapeutic Substances Committee 
of the Council for Scientific and Industrial Research. 

It was proposed by Dr. Shapiro, and Council Resolved, that 
Dr. Grundlingh be asked to submit a memorandum to the Parlia- 
mentary Committee. 


128. Welcome to President: At this stage the Chairman of 
Council welcomed Dr. Wagner, the newly-elected President of the 
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Association, who had been attending meetings of the South 
African Medical and Dental Council. Dr. Wagner thanked the 
Chairman and apologized for not having been able to attend 
earlier sessions of the Federal Council Meeting. 

129. National Campaign for the Promotion of Sobriety: An 
invitation was submitted tor the Association to take part in a 
campaign which was being sponsored by a number of public 
bodies, notably the churches. A memorandum was submitted 
setting forth the aims of the campaign. 

The Secretary stated that the Executive Committee had agreed 
to recommend to Council that it be left to individual members of 
the medical profession to take action if they so wished. Council 
Resolved accordingly. 

130. Society for Clinical and Experimental Hypnosis: A letter 
and report on this subject were submitted. The letter contained the 
request that the newly-formed Society be recognized as a Group 
within the Medical Association of South Africa. 

It was pointed out that the Society did not conform to the rules 
laid down for the recognition of Groups within the Association, 
in that it included in its membership persons who were not registered 
medical practitioners and eligible for membership of the Associa- 
tion. 

In the circumstances Council Agreed that the Society for Clinical 
and Experimental Hypnosis be not recognized as a Group within 
the Association. 

131. Brandy Advertisements: A letter from the Honorary Secre- 
tary of the South African Temperance Alliance was submitted, in 
which Council was asked whether it considered the word ‘medical’ 
used in connection with a brandy advertisement, to be justified. 

The Secretary stated that the Executive Committee had agreed to 
recommend to Council that the use of the word ‘Medical’ in the 
advertisement concerned was not justified. Council Resolved 
accordingly. 

132. Artificial Insemination: A \etter addressed to the Chairman 
of Council by the Secretary for Health, and the Chairman’s reply, 
were submitted. The request had been made that the Association 
should provide some information on the extent to which this 
procedure was being employed in South Africa, and the approach 
of the medical profession to both artificial insemination by donor 
and artificial insemination by husband. This matter had been 
placed before the Branches and the South African Society of 
Obstetricians and Gynaecologists. Certain views had been ex- 
pressed, notably by an ad hoc sub-committee appointed by the 
Southern Transvaal Branch. 

The Secretary stated that the Executive Committee had agreed to 
recommend to Council that the ad hoc committee of the Southern 
Transvaal Branch be asked to correlate the views of all the Branches 
and the Obstetricians’ and Gynaecologists’ Group into a memo- 
randum for submission to Federal Council, together with a recom- 
mendation. 

After discussion Council finally Resolved that the ad hoc 
committee of the Southern Transvaal Branch be asked to consider 
the various opinions submitted by the Branches and the Obste- 
tricians’ and Gynaecologists’ Group with their own memorandum, 
and to submit a composite memorandum, setting out the views of 
the Association as a whole, to the Secretary of the Association for 
transmission to the Secretary for Health. 

133. Congress Surpluses—Visiting Lecturers’ Trust Fund: A 
letter from the Natal Coastal Branch was submitted, in which it was 
recommended to Council that Rule VIII (4) governing the holding 
of a South African Medical Congress be amended as follows: 
‘That Federal Council shall have the power to authorize the 
transfer of funds from the Congress Fund account to a Visiting 
Lecturers’ Fund account.’ The existing rule read: “Council shall 
have the power to authorize the transfer of funds from the Congress 
Fund account to the Association’s Benevolent Fund, should it 
consider this to be desirable.’ 

After discussion it was proposed by Dr. L. S. Robertson, 
seconded by Dr. McCabe, ‘That the recommendation of the Natal 
Coastal Branch be amended as follows: “That Federal Council 
shall have the power to authorize the transfer of funds from the 
Congress Fund account to the Association’ s Benevolent Fund and 
or the Visiting Lecturers’ Fund account. 

It was pointed out that whereas any surplus from a Congress 
must be paid to the Head Office for inclusion in the Congress 
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account, it would be the right of a Congress Organizing Committee 
to recommend to Federal Council to which fund the surplus might 
ultimately be transferred. 

On being put to the vote, the amendment was Carried. It was 
put as the substantive motion and Council thereupon Resolved: 
*‘(1) That the books of the Association shall provide for a Visiting 
Lecturers’ Fund. (2) That Rule VIII (4) of the regulations governing 
the holding of a South African Medical Congress be amended to 
read: “That Federal Council shall have the power to authorize the 
transfer of funds from the Congress Fund account to the Associa- 
tion’s Benevolent Fund and or the Visiting Lecturers’ Fund 
account.””” 

134. Indirect Advertising by Radiologists: \t was reported that 
the Northern Transvaal Branch had submitted cuttings from a 
number of envelopes used by radiologists, on which the names, 
addresses and speciality of the persons concerned were printed. 
It was requested that a ruling should be given as to whether in the 
opinion of Council this constituted advertising. 

It was submitted that this question did not arise, as radiologists 
had no direct dealings with the public. 

After short discussion Council Resolved that the Secretary should 
inform all Branches of the Ethical Rule of the South African 
Medical and Dental Council in this regard. 

135. Income Limit Applicable to Benefit Societies: A \etter from 
the Southern Transvaal Branch in this connection was submitted. 
Council Resolved that it be Noted that this matter had already been 
referred to the Central Committee for Contract Practice. 

136. The Problem of Paediatric Nursing: A \etter from the South 
African Paediatric Association, with a memorandum prepared by 
Professor Ford, was submitted. 

It was proposed by Dr. Heymann, seconded by Dr. Walt, 
‘That Federal Council recognizes the importance of providing 
adequate paediatric nursing services throughout the country, 
and agrees that all steps to achieve such object shall be encouraged. 
Federal Council requests the Parliamentary Committee, in consulta- 
tion with the South African Paediatric Association, to institute 
negotiations with the South African Nursing Council, the relevant 
Government Departments and other organizations, in an endeavour 
to secure a better paediatric service.” 

As a result of the discussion which followed, the proposer and 
seconder accepted certain suggested amendments put forward by 
the Chairman of Council. The amended resolution was then put 
to the vote and it was Resolved ‘That Council recognizes the im- 
portance of providing adequate paediatric nursing services through- 
out the country, and agrees that all steps to achieve such object 
should be encouraged. Council thus requests the South African 
Paediatric Association, on behalf of the profession, to institute 
negotiations with the South African Nursing Council, relevant 
Government Departments and other organizations, in an endeavour 
to secure a better paediatric nursing service.” 

137. Method of Award of Medals: The Secretary stated that the 
Executive Committee had considered this matter and had agreed 
to recommend to Council that further consideration be deferred 
until the next Meeting of Council. Council Resolved accordingly. 

138. Notices of Motion for Next Meeting of Council: These were 
read by the Secretary as follows: 

1. Proposed by Dr. M. Shapiro and Dr. C. Adler: ‘That 
By-law 55 be amended by the deletion of all words after “Chair- 
man” and that the following words be added: “Provided that any 
action taken by the Committee in terms of this By-law shall 

(i) be reported forthwith to all members of the Council; 
(ii) be included in the Agenda for consideration by the 
Council at its next Meeting; 

(iii) have the same validity as if dealt with by the Council 
until it shall have been considered at the next Meeting 
of the Council’”.’ 

2. Proposed by Dr. R. Theron and Dr. R. Schaffer: ‘In 
By-law 27 delete the word “Annual” in the second line where it is 
applicable to the South African Medical Congress.’ 

3. Proposed by Dr. M. Shapiro and Mr. C. T. Moller: ‘That 
the resolution under Item 120 of the Minutes of the Council 
Meeting of April 1959 be rescinded.’ 

4. Proposed by Dr. L. S. Robertson and Dr. F. W. F. Purcell: 
‘That consideration be given to ways and means by which the 
Medical Association of South Africa should take an active role in 
providing information to the public on matters pertaining to health 
and medical practice in South Africa.” 
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5. Proposed by Dr. L. S. Robertson and Dr. F. W. F. Purcell: 
‘That soon after the commencement of each Meeting of Federal 
Council an ad hoc sub-committee, with power to coopt, be 
appointed, which may be charged to draft resolutions on any 
matters or items for consideration at a later stage of the Meeting.” 

6. Proposed by Dr. A. L. Agranat and Dr. G. F. C. Troskie: 
‘Add the following to Item 9 of the General Rules Gover rning the 
Tariff of Fees for Approved Medical Aid Societies: ‘““When 
unusual treatment is to be undertaken or where the extent of treat- 
ment of a case is likely to be more than the usual average, the 
practitioner shall inform the medical aid society before com- 
mencing treatment or at the earliest possible opportunity”. 

7. Proposed by Dr. R. W. S. Cheetham and Mr. A. G. 
Sweetapple: “That Item 22 of the Report of the Central Committe 
for Contract Practice (September 1959), namely that a limit for 
psychiatric treatment in toto be £85 Os. Od., which was agreed and 
passed by Federal Council, be rescinded and that this matter be 
referred back to the Central Committee for Contract Practice for 
further consideration in the review of the whole Tariff.” 

8. Proposed by Mr. J. G. A. du Toit and Dr. T. H. Whitsitt: 
‘That the resolution contained in Minute 7 (+) (page 13) of the 
meeting of April 1949, limiting the number of members of a society 
earning over £1,500 to 3°, and the resolution contained in Minute 
70 of March 1955 regarding an income ceiling of £2,500, be re- 
scinded and that it be resolved that, provided the average earnings 
of members of a medical aid society do not exceed £1,100 per annum 
(gross income), no restriction should be Placed on individual 
employees earning in excess of that amount. 

9. Proposed by Mr. J. A. Currie and Dr. F. W. F. Purcell: 
‘That the resolutions at present in force, pertaining to the upper 
income limit and to prior notification relating to the incorporation 
of new firms, in respect of medical aid societies, be rescinded.’ 

10. Proposed by Mr. D. E. Mackenzie and Dr. W. Chapman: 
‘That previous resolutions of Council requiring prior approval of 
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Council for the incorporation of new firms into existing medica] 
aid societies be rescinded.’ 

11. Proposed by Dr. R. Schaffer and Dr. E. W. Turton: 
‘That By-law 7 (e) be deleted and be replaced by a new By-law 
7 (e) reading: 

“Affiliated Student Membership. The Association of 

Medical Students of South Africa shall be deemed to be 

affiliated to the Association and members of the student 

body who are registered as medical students by the South 

African Medical and Dental Council shall be deemed to be 

affiliated student members of the Association. They shall 

have only such rights and privileges as may be allowed to 
them in the rules of the Branch of the Association in whose 
area their medical school is situated, but such membership 
shall entitle them to receive the South African Medical 

Journal at a reduced rate’’.” 

12. Proposed by Dr. R. Schaffer and Dr. E. W. Turton: 
‘That By-law 9 (d) be amended to read: “Affiliated student mem- 
bers may receive the Journal, the subscription for which shall be 
the only charge made to them”’.” 

139. Date and Place of Next Meeting of Council: The Chairman 
stated that an invitation had been received from the Northern 
Transvaal Branch to hold the next Meeting of Council in Pretoria. 

It was proposed by Mr. Joubert, seconded by Dr. Disler, that the 
invitation of the Northern Transvaal Branch to hold the next 
Meeting of Council in Pretoria be accepted. After short discussion, 
Council Resolved accordingly. Council further Resolved that the 
date of the Meeting be decided by the Executive Committee. 

140. Thanks: The Chairman of Council proposed a vote of 
thanks to the secretarial staff for the assistance they had given in 
the conduct of the Meeting. This was accorded with acclamation. 

Mr. Mackenzie proposed a vote of thanks to the Chairman for 
his conduct of the Meeting, stating that it was one of the pleasant- 
est he had attended. The vote was accorded with acclamation. 


The meeting ended at 12.30 p.m. 


WORLD MEDICAL ASSOCIATION 


REPORT ON THE THIRTEENTH GENERAL ASSEMBLY, 


MONTREAL, 7-12 SEPTEMBER 1960 


PRoF. HARDING LE RICHE, Professor of Public Health, School of Hygiene, University of Toronto, Ontario, Canada 


fhe Medical Association of South Africa was represented at this 
meeting by Dr. D. A. Van Binnendijk of Fredericton, New 
Brunswick, and Prof. Harding le Riche of Toronto, Canada. 


Perhaps the most important single impression created by this 
meeting was that the work of the WMA is not sufficiently publicized 
in member countries. It is not merely another boring international 
organization. It is the only international body dealing specifically 
with medical education and the organization and welfare of 
physicians as members of the society in which they find themselves. 
For example, the delegate from Cuba at this meeting, rebutted 
the accusation that the World Medical Association had done 
nothing spectacular and said in simple terms that, but for its inter- 
vention in Cuba, many of jis medical colleagues might have suffered 
even greater persecution than they did under the Batista regime. In 
this field, and also in medical education, those loudest in their 
praise were people from underdeveloped countries who had basic 
problems of medical education to face, and possibly unsympathetic 
and uncomprehending governments to hinder them. 

The other strong impression left from discussion at this meeting 
is the great need for trained medical personnel in so many parts of 
the world. For instance, most of the emergent national states in 
Africa need not only trained personnel, but they need help in the 
form of scholarships, fellowships, and perhaps visits from specially 
skilled people in other parts of the world. This is a function which 
South African physicians and universities and the Government 
should consider. The Union is not an island unto itself. It is part of 
Africa, with a great responsibility in Africa. 

The pitiful scarcity of physicians in many countries is only too 
obvious. Pakistan has about 10,000 doctors for 85 million people, 
India has 80,000 for 400 million, and Indonesia has 1,600 for 90 
million people. Ghana has 113 for 54 million people. 

The meeting of the WMA was opened by Dr. Charles Jacobsen 
of Copenhagen, who referred to the work of Dr. Clarence Routley of 


Canada, in the WMA. Dr. Kirk Lyon, Deputy to the President of 
the Canadian Medical Association, read a message to the Assembly 
from the Association’s President, HRH Prince Philip, Duke of 
Edinburgh. 

The delegates were also welcomed by the Hon. J. Waldo 
Monteith, Canadian Minister of National Health and Welfare. 

Under the Chairmanship of Dr. L. R. Mallen (Australia), Dr. 
Renaud Lemieux (Canada) was elected as president for the period 
1959-60. 

The ceremony continued with a return of senior delegates from 
each country, each of whom announced himself, his speciality and 
the national association he was representing. Each delegate then 
took his national flag back to his place. 

The address conveying the keynote of the meeting was delivered 
by Dr. Norman Gosse (Canada). He felt that medicine thrives 
best in an atmosphere of political and academic freedom and that 
any effort to subvert the practice of medicine to political ends 
should be resisted. He expressed the view that, in any planning for 
medical services, quantity should not be put before quality. In 
order to achieve this organized medicine must have two qualities 
if its opinions are to be respected. These qualities are firstly; 
prestige, which can be earned, and secondly, unity, which should 
be earnestly sought. 

Dr. Gosse also introduced a motion that a committee of not more 
than 5 members of the Association should be appointed, with 
representation from both Assembly and Council, in order to 
examine the accomplishments of the WMA to date, and to make 
recommendations for the future. This motion, plus a closely 
similar one from the UK delegation, was warmly debated and 
ultimately accepted. During the duscussion Dr. Louis Orr, president 
of the American Medical Association, supported the motion but 
challenged the suggestion that the Association had done little. 
He also emphatically denied that the American Medical Association 
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had tried unduly to influence the WMA in spite of the fact that it 
currently produced over half of the total budget. 

An important decision reached at the meeting was the appoint- 
ment of Dr. Austin Smith (USA) as Council Emissary. As Dr. 
Smith travels a great deal in his present work he will use this 
opportunity as a means of promoting better understanding of the 

work of the World Medical Association in member countries. 

The Secretary for India, Dr. S. C. Sen, described progress in 
Burma, Israel and India. Other delegates discussed the situation in 
Pakistan, Thailand and Indonesia. Dr. Sen reported the gratitude 
of the Indian Medical Association to its counterparts in the United 
States and Canada for annually receiving 40 selected medical 
graduates in hospitals in the USA and Canada for training. 

The report of the medical ethics committee was presented by Dr. 
Otto Leuch of Switzerland; it dealt mostly with a code of ethics on 
human experimentation. The committee will seek help in drafting 
such a code from certain countries throughout the world through 
national medical associations. 

The international liaison committee discussed the proposal that 
there should be a medical emblem which would be internationally 
recognized for use by civilian doctors in time of war or disaster. 
Member associations were asked to add their share in promoting 
formal recognition of this emblem in their own countries. 

The chairman of the planning and finance committee, Dr. T. C. 
Routley (Canada), presented the formal report of this committee 
noting the appointment of a deputy secretary-general, Dr. John 
Bishop of the United States. Unfortunately Dr. Bishop resigned 
his post at the meeting. The most important portion of this report 
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referred to a proposed revision of membership dues to the World 
Medical Association, which was hitherto greatly dependent upon 
the support given to it by the United States Supporting Committee. 
It was decided that as from 1 January 1960, the World Medical 
Association will be financed directly from dues of national organiza- 
tions. 

The budget for 1960 is $215,000, while pledges so far received 
from member organizations amount to about $100,000. Of this 
sum the Canadian Medical Association has pledged $10,000. 
Other pledges include $33,000 by the USA, with a hope for about 
$75,000 from the US Supporting Committee; the British Medical 
Association, $11,500; West Germany, $12,500 and Australia, 
$4,000. 

National medical associations should make adequate contribu- 
tions to the World Medical Association which should stand on its 
own legs and not be for ever dependent on the generosity of the 
United States of America, where people also have to work for what 
they earn. 

The next meeting of the Council of the WMA was scheduled for 
April 1960 in Madrid and the next Assembly will be held in Berlin 
in August 1960. As an economy measure, the Council recommended 
that 2 out of 3 spring council meetings should be held in New York. 

There were a number of interesting clinical items on the 
programme of the meeting, such as a paper by Dr. Hans Selye, 
of Montreal, on cardiac necrosis, and a paper by Dr. Ronald 
Christie, also of Montreal, on chronic bronchitis and emphysema. 
But the main emphasis was on medical organization and education 
as a world picture. 


EMERITUS MEMBERSHIP 


At the recent meeting of Federal Council held at East London 
Emeritus Membership of the Association was conferred on Prof. 
G. Buchanan and Prof. R. A. Dart: 


PROF. GEORGE BUCHANAN 


Prof. George Buchanan was born in Edinburgh, Scotland, on 7 July 
1882. He attended the Sciennes Government School and later the 
School of Art, Edinburgh. Professor Buchanan obtained the degree 
of M.B., Ch.B. of the University of Edinburgh in the spring of 
1918, while on special leave from the Royal Navy. As an under- 
graduate student he received medals for distinction in botany, 
zoology, histology and pathology and also acted as a demonstrator 
in the Department of Pathology and Bacteriology of the University 
of Edinburgh. 

Professor Buchanan obtained the degree of M.D. of the 
University of Edinburgh in 1925 and was awarded a gold medal for 
his thesis on ‘Spirochaetal jaundice in Scotland’. He had already, 
in 1924, obtained the Diploma of Public Health of the Royal College 
of Physicians of Edinburgh and the Royal Faculty of Physicians and 
Surgeons of Edinburgh. Among the academic honours which 
Professor Buchanan received were the Straits Settlhement Gold 
Medal and the Lister Fellowship of the Royal College of Physicians. 

During the First World War Professor Buchanan enlisted in the 
Navy and after graduation in 1918 he returned as a Surgeon- 
Lieutenant and also saw service in France as a Temporary Captain 
in the R.A.M.C. 

After the War, Professor Buchanan held, among others, the 
following appointments: Curator of the Museum, Welcome Bureau 
of Tropical Medicine; Assistant Pathologist, Edinburgh University ; 
Clinical Pathologist and Clinical Tutor, Edinburgh Royal Infirmary; 
full-time research worker, Medical Research Council; and lecturer 
in bacteriology, Edinburgh University. 

In 1926 Professor Buchanan was appointed to the post of 
Superintendent of the Routine Diagnostic Division of the South 
African Institute for Medical Research, Johannesburg. In May ag 
he was promoted to the post of Deputy Director of the Institute, 
post which he held until his retirement at the end of 1949. 

From 1941 until his retirement, Professor Buchanan also occupied 
the Chair of Clinical Pathology at the University of the Witwaters- 
rand. After his retirement from the Institute and the University, 
Professor Buchanan was appointed, for a short while, as Senior 
Research Associate of the Pneumoconiosis Research Unit. 

Professor Buchanan is a member of the Royal Society of Tropical 
Medicine and Hygiene, of the Pathological Society of Great 
Britain and Ireland, of the Society of General Microbiology, and 


an honorary member of the John Saner Society and of the Transvaal 
Mines Medical Officers’ Association. 

Professor Buchanan’s outside interests are confined mainly to 
landscape painting and medical art, of which he is no mean master, 
and to golf. 


Numerous scientific publications stand to the credit of Professor 
Buchanan dealing mainly with spirochaetal jaundice, bacterial 
filtrates and bacillary dysentery. 


PROF. RAYMOND ARTHUR DART 


Prof. Raymond Arthur Dart, M.Sc. (Queensland), M.D., Ch.M. 
(Syd.), F.R.S.S.Af., Hon. D.Sc. (Natal), was the second incumbent 
of the Chair of Anatomy at the University of the Witwatersrand, 
a post which he filled with lustre from 1923 to 1958. An Australian 
by birth, Professor Dart received his early medical training at the 
University of Sydney, where he graduated M.B., Ch.M. in 1917, 
but he has served the cause of medical education and scientific 
research in the land of his adoption loyally and with distinction. 

Professor Dart’s retirement at the end of 1958 closed an era 
in which he had played a pre-eminent role in the building up of the 
Medical School in Johannesburg, both as Professor of Anatomy and 
as Dean of the Faculty of Medicine from 1925 to 1943. Professor 
Dart has a fine record of public service through his membership of 
such bodies as the South African Medical and Dental Council, 
the South African Nursing Council, and the South African In- 
stitute for Medical Research. 

Professor Dart has been associated with the institution of 
academic courses leading to professional qualifications in 
physiotherapy and occupational therapy, with diploma courses for 
Sister Tutors in nursing and midwifery and with the compulsory 
internship system and the registration of medical auxiliaries. 

His work has encompassed many and diverse social activities, 
such as the development of the health and family centres at Vrede- 
dorp and Alexandra Township, which were borne out of the 
systematic examination of African schoolchildren by medical 
students carried out under the aegis of the Anatomy Department. 

In 1925 Professor Dart joined the Ist South African Field 
Ambulance as a Captain, was promoted to Major in 1928, and 
remained actively associated with the Field Ambulance until 1938, 
when he joined the reserve of officers as Lieutenant-Colonel. After 
the outbreak of the Second World War, he organized and com 
manded for several years the Officers’ Training Corps Field Am- 
bulance within the University of the Witwatersrand. 

Professor Dart’s research contributions have covered many 
fields, neuro-anatomical, embryological, morphological, archaeo- 
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logical, but he will always be remembered as a physical and palaeo- 
anthropologist of outstanding merit. Into his hands, late in 1924, 
there fell the famous Taungs skull, and his remarkable insight in 
recognizing the uniquely human characteristics of this fossil 


opened up one of the most spectacular chapters in the history of 


man’s probing into his own past. In the face of an unreceptive and 
critical world, Professor Dart tenaciously held to his view that 
the fossil represented a new type of creature, a man-ape or ape-man, 
on the threshold of humanity. Today, this work has been corro- 
borated and amplified by later discoveries and his contributions 
have received international recognition. Professor Dart has 
received numerous distinctions including the Gold Medal of the 
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South African Association for the Advancement of Science, the 
Viking Fund Medal and Grant for 1957 and the Senior Captain 
Scott Memorial Medal of the South African Biological Society. 
Apart from his research and educational achievements, Professor 
Dart has influenced a great many young South Africans to enter 
upon a career of medical research, the list of those who have gone 
from his Department to fill Chairs and other important positions 
is considerable—it includes 9 professors as well as many 
distinguished medical educationalists, administrators and research 
workers. It is perhaps Professor Dart’s faculty for encouraging the 
best from his students and colleagues and for arousing their 
enthusiasm, which has made its most memorable impression. 


OFFICIAL ANNOUNCEMENTS : AMPTELIKE AANKONDIGINGS 


VACANCY—-ASSISTANT EDITOR 
Applications are invited from medical practitioners for the full- 
time post of Assistant Editor in the service of the Medical Associa- 
tion of South Africa at its Head Office. 

The salary scale attaching to the post is £2,180 60—2,600 
per annum. The successful applicant must join the Association’s 
Superannuation Fund. 

Applications, which should contain details of status, qualifica- 
tions and experience must reach the Secretary, Medical Associa- 
tion of South Africa, P.O. Box 643, Cape Town, before 31 
December 1959. 

A. H. Tonkin 
Medical House Secretary 
Cape Town 
28 October 1959 


MEDICAL AID SOCIETIES 
Advice has been received that the following medical benefit 
society has been discontinued. The name should therefore be 
removed from the list of medical benefit societies which allow free 
choice of doctor for specialist services only. 
Begbie Medical Benefit Fund, P.O. Box 192, Middelburg, Tvl. 
L. M. Marchand 


28 Plaza Building Associate Secretary 
Bank Lane 
Pretoria 


18 November 1959 


VAKATURE—ASSISTENT-REDAKTEUR 


Aansoeke word van geneeshere ingewag om die voltydse betrek- 
king van Assistent-Redakteur in diens van die Mediese Vereniging 
van Suid-Afrika aan die Hoofkantoor. 

Die salarisskaal aan die betrekking verbonde is £2,180 60— 
2,600 per jaar. Die suksesvolle applikant moet by die Vereniging 
se pensioenskema aansluit. 

Aansoeke moet besonderhede van status, kwalifikasies en 
ondervinding insluit, en moet die Sekretaris, Mediese Vereniging 

van Suid-Afrika, Posbus 643, Kaapstad, bereik voor 31 Desember 
1959 


A. H. Tonkin 
Mediese Huis Sekretaris 
Kaapstad 
28 Oktober 1959 
MEDIESE HULPVERENIGINGS 
Kennis is ontvang dat ondergenoemde mediese bystandsvereniging 
opgehou het om te bestaan. Die naam daarvan moet dus van die 
lys van mediese bystandsverenigings wat vry keuse van dokter 
alleen vir spesialistedienste toelaat, geskrap word. 
Begbie Mediese Bystandsvereniging, Posbus 192, Middelburg, 
Tvl. 
L. M. Marchand 
Plazagebou 28 Mede-Sekretaris 
Banklaan 
Pretoria 
18 November 1959 


UNIVERSITY NEWS : UNIVERSITEITSNUUS 


KLINIESE GEBOUE: 


Die amptelike inwyding van die Kliniese Geboue van die Fakulteit 
Geneeskunde van die Universiteit van Stellenbosch, het op Saterdag 
21 November 1959 by die Karl Bremer-Hospitaal plaasgevind. 
Prof. F. J. du T. van Zijl, Dekaan van die Fakulteit Geneeskunde en 
professor van chirurgie, het as seremoniemeester opgetree. Hy het 
alle persone, inrigtings en organisasies wat te doen gehad het met die 
oprigting van die Mediese Skool van Stellenbosch, bedank vir hulle 
aandeel aan die aanvoorwerk. Ook het hy die groot aantal gaste 
wat die inwydingsplegtigheid bygewoon het, welkom geheet. 

Die Admnistrateiur van Kaapland, dr. J. H. O. du Plessis, was 
die eregas by die geleentheid en het die feesrede by die inwyding 
van die geboue waargeneem. Voordat hy die Administrateur 
formeel voorgestel en aan die woord gelaat het, het prof. van Zijl 
verwys na die stigting van die derde verpleegsterskollege in Kaap- 
land wat verpleegsters vir die Noordelike Voorstede en die om- 
liggende hospitale sal voorberei en wat die naam sal dra: Otto du 
Plessis-Verpleegsterskollege. 

In sy toespraak het die Administrateur die totstandkoming van 
die Mediese Skool van Stellenbosch geskets. Hy het daarop gewys 
dat daar nog nie °n beskikbare opleidingshospitaal was toe ’n 
begin gemaak is met die mediese skool self nie. Die Karl Bremer- 
Hospitaal is dus voorlopig vir die doel ingerig. Omdat die Karl 
Bremer-Hospitaal nou egter ’n opleidingshospitaal geword het, 
was dit nodig om die bygaande noodsaaklike uitbreidings te bewerk- 
stellig soos byvoorbeeld, die oprigting van kliniese en laboratorium- 
geboue, navorsingseenhede, ’n mediese biblioteek, ens. 

Die Administrateur het ook verwys na die verwagte oprigting 
van die hospitaal in Parow. Hierdie hospitaal sal hopelik oor ’n 
aantal jare gereed wees. Dit word verwag dat die hospitaal oor die 
1,100 beddens sal hé. Dit sal dan ‘n permanente opleidingshospitaal 


FAKULTEIT GENEESKUNDE, STELLENBOSCH 


word vir die Fakulteit Geneeskunde van die Universiteit van 
Stellenbosch, net soos Groote Schuur-Hospitaal die opleidings- 
hospitaal is by die Universiteit van Kaapstad 

Die Vise-kanselier van die Universiteit van Stellenbosch, ds. 
J. S. Gericke, het die Administrateur bedank namens die Raad van 
die Universiteit van Stellenbosch. In sy bedanking het hy waarde- 
rende melding gemaak van die baie mooi samewerking wat daar 
bestaan tussen die Universiteit en die Provinsiale Departement. 
Ds. Gericke het verder verwys na die hoé onkoste van die moderne 
mediese navorsing, maar hy het dit terselfdertyd beklemtoon dat die 
Mediese Skool van Stellenbosch altyd daarop ingestel moet wees 
om hierdie aspek van sy aktiwiteite op die hoogste moontlike 
vlak te hou. Die Mediese Skool van die Universiteit van Stellen- 
bosch, het ds. Gericke verder gesé, wil ook spesiale aandag wy aan 
die soort probleme wat vandag as gevolg van ons huidige styl van 
lewe baie belangrik geword het. Daarom word dit onder andere in 
die vooruitsig gestel om ’n leerstoel in die voorkomende medisyne 
daar te stel en om spesiale aandag te gee aan die gesondheids- 
probleme van bejaardes. 

Onder die groot aantal gaste wat teenwoordig was, was onder 
andere, prof. R. W. Wilcocks, voormalige Rektor van die Uni- 
versiteit van Stellenbosch en eintlik die ,vader’ van die Mediese 
Skool; prof. S. J. Pretorius, Registrateur van die Universiteit van 
Stellenbosch, en mev. Pretorius; dr. R. L. Retief, Direkteur van 
Hospitaaldienste in Kaapland; prof. B. Bromilow-Downing, 
Dekaan van die Fakulteit Geneeskunde, Universiteit van Kaap- 
stad; dr. A. Landau, President, Tak Wes-Kaapland (M.V.S.A.); 
*n groot aantal professore en dosente van die Fakulteit Genees- 
kunde en van ander fakulteite van die Universiteit, en ander 
vooraanstaande gaste. 
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PASSING EVENTS 


Lede word daaraan herinner dat hulle die Sekretaris van die Mediese 
Vereniging van Suid-Afrika, Posbus 643, Kaapstad, sowel as die 
Registrateur van die Suid-Afrikaanse Geneeskundige en Tandheei- 
kundige Raad, Posbus 205, Pretoria, moet verwittig van enige 
adresverandering. Versuim hiervan beteken dat die 7ydskrif nie 
afgelewer kan word nie. Dit het betrekking op lede wat oorsee 
gaan sowel as dié wat binne die Unie van adres verander. 
* * 7 

Paediatric Prize Essay 1960. The South African Paediatric 
Association (M.A.S.A.) is again offering its annual prize to Sth- 
and 6th-year medical students. The subject of the essay is ‘Stridor 
in the first 6 months of life’. The essay must be limited to 5,000 
words, may be in English or Afrikaans, and must be typed in 
double spacing, and should be submitted, with one additional 
copy, to the Hon. Secretary, South African Paediatric Association, 
Department of Child Health, University of Cape Town, Medical 
School, Observatory, Cape, before 31 March 1960. 

The prize is a Bronze Medal and the sum of £10 Os. Od. for 
the purchase of books, instruments or subscriptions to medical 
journals. The Paediatric Association reserves the right, if in any 
year there is in the opinion of the examiners no essay of sufficient 
merit, to make no award for that year. 


Pediatriese Prysopstel 1960. Die Suid-Afrikaanse Pediatriese 
Vereniging (M.V.S.A.) bied weer sy jaarlikse prys aan vir Se- en 
6e-jaar mediese studente. Die onderwerp van die opstel is ,Stridor 
in die eerste 6 lewensmaande’. Die opstel moet nie meer as 5,000 
woorde beslaan nie, dit kan in Engels of in Afrikaans geskryf 
wees en dit moet in dubbel spasiéring getik word. Dit moet dan, 


NEW PREPARATIONS AND APPLIANCES 


VANTROPOL BQ 


Imperial Chemical Industries (S.A.) Ltd. supply the following 
information for a simpler, cheaper routine method of sterilization 
of hospital blankets. 

Vantropol BQ is a mixture of an extremely efficient non-ionic 
detergent with a quaternary ammonium bactericide of high and 
proved activity. On the basis of this agent, the Dyestuffs Division of 
1.C.1. have developed a process for simultaneously cleansing and 
sterilizing hospital blankets which shows considerable advantages 
over established routines. 

It was in 1955 that Drs. Blowers and Wallace of the Medical 
Research Council’s Public Health Laboratory at Middlesbrough 
published in The Lancet details of their investigations into this 
important question, and described an efficient technique they had 
developed for dealing satisfactorily with hospital blankets. The 
recommended procedure was first to wash the blankets with 
Lissapol N and to follow this by a sterilizing treatment with 
Cirrasol OD. These recommendations were quite specific, and the 
routine prescribed gave blankets that were in a satisfactory clean 
condition both in the generally understood sense and also bacterio- 
logically. 

The one-stage process made possible by the introduction of 
Vantropol BQ offers obvious advantages over the original technique 
in case of operation, and will be found cheaper than the Lissapol 
N/Cirrasol OD method, but fully as efficient. Vantropol BQ is a 
clear, stable liquid which dissolves instantly on pouring into water. 
It possesses excellent detergent properties, and the addition of other 
detergents is quite unnecessary. Where anionic detergents have 
previously been used for washing the blankets, of course, maximum 
sterilization is unlikely to be obtained until the second or even 
third Vantropol BQ treatment because of the effect of residual 
anionic detergent in the blankets complexing the cationic Vantropol 
BQ. This, however, is a relatively unimportant handicap to the 
adoption of the Vantropol BQ one-stage process. 

Recommended procedure. Three pints of Vantropol BQ are 
added for a blanket load of 70-80 Ib. (20-25 blankets), using a 
34 inch x 54 inch machine fitted with interrupter gear and charged 
to a standing dip of 14 inches. The washing temperature is 100° F 
(38°C). 

The washing cycle occupies a total time of 10 minutes, the 
machine being run for 2 minutes, followed by 3 minutes with 
the machine stopped, and this being then repeated. The liquor 
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: IN DIE VERBYGAAN 


saam met ‘n addisionele eksemplaar, aan die Sekretaris, Suid- 
Afrikaanse Pediatriese Vereniging, Departement Kindergesondheid, 
Universiteit van Kaapstad, Mediese Skool, Observatory, Kaap, 
ingehandig word, voor 31 Maart 1960. 

Die prys is ‘n brons medalje en die bedrag van £10 vir die koop 
van boeke, instrumente en intekening op mediese tydskrifte, Die 
Pediatriese Vereniging behou egter die reg voor om gedurende 
enige jaar geen prys toe te ken nie as die beoordeelaars van mening 
is dat daar nie ‘n opstel is waarvan die gehalte bevredigend is nie. 


* *” * 


Mr. Anthony J. Leonsins, M.B., B-Ch. (Rand), F.R.F.P.S. (Glasg.), 
F.R.C.S. (Edin.), who has been senior full-time surgeon and first 
professional assistant at the University of the Witwatersrand 
Medical School and the General Hospital, Johannesburg, for 
the past 6 years, has now entered private practice as a specialist 
surgeon at 416-418 Lister Building, Jeppe Street, Johannesburg. 
Telephones: Rooms 23-6640, residence 42-3434. The telephone 
number of Mr. Leonsins’ consulting rooms does not appear in the 
current Telephone Directory. 


Dr. Anthony J. Leonsins, M.B., B-Ch. (Rand), F.R.F.P.S. (Glasg.), 
F.R.C.S. (Edin.), senior voltydse chirurg en hoofassistent aan die 
Mediese Skool, Universiteit van die Witwatersrand en die Algemene 
Hospitaal, Johannesburg, oor ’n tydperk van 6 jaar, het nou begin 
praktiseer as *n spesialis-chirurg te Lister-gebou 416-418, Jeppe- 
straat, Johannesburg. Telefone: Spreekkamer 23-6640, woning 
42-3434. Die telefoonnommer van dr. Leonsins se spreekkamer 
verskyn nie in die jongste Telefoongids nie. 


: NUWE PREPARATE EN TOESTELLE 


is dropped and the blankets are given 2 one-minute rinses at 


100° F (38°C). The blankets are then hydro-extracted and dried 
in the normal manner. 

Trials were carried out in a hospital laundry following the 
above-described routine. One hundred blankets were taken at 
random from the blankets waiting to be washed and divided 
into 2 lots of 50 each. They were examined before washing for 
bacterial infection, using the ‘tap-plate’ technique. The same 
blankets, identified by numbered pins, were re-examined after 
washing in Vantropol BQ. 

In the first trial a 99°, reduction in the bacteria colony count 
was achieved. Before washing, coagulase-positive staphylococci 
had been isolated from 70 of the blankets concerned; after washing 
none were isolated from any of the blankets. The corresponding 
figures in the second trial were 99-5°,, 60°, none. 

Moreover, in addition to the satisfactory results from these 
‘before-and-after’ bacterial count tests, further tests showed the 
presence of sufficient bactericide on the blanket fibres after wash- 
ing to inhibit the growth of representative staphylocecci. Tests 
carried out over a period showed that this effect persisted tor 
15 days on stored blankets and for 7 days when the blankets 
were put into use on the wards—comfortable margins which 
represent a valuable additional degree of protection in the general 
hygiene of the hospital. 

Although the foregoing results, which are very satisfactory, 
may be taken as typical of those to be expected under general 
hospital conditions, it is nevertheless possible that less satisfactory 
results might be obtained under particularly difficult or severe 
local conditions, and hospital laundries adopting the Vantropol 
BQ process are advised to check the efficiency of the process as 
carried out in their own plant and premises. 

Simplicity and economy. \t is interesting to note that Vantropol 
BQ was first introduced, some 3 years ago, in answer to the urgent 
need for a bactericidal detergent for use in catering establishments, 
where the problen; of maintaining crockery, cutlery and utensils 
in a Satisfactory hygienic condition was causing widespread 
concern to public authorities. Vantropol BQ has been used with 
entire satisfaction in this work, and, where the agent is used 
both in the hospital kitchens and the hospital laundry, it ob- 
viously makes possible a useful simplification in the ordering 
and stocking of hospital supplies, besides contributing to the 
hospital’s general efficiency. 
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The non-ionic detergent incorporated in Vantropol BQ is, 
as stated at the outset, an extremely efficient one. It may be added 
that this detergent was designed some years ago for the scouring 
of wool and is noteworthy not only for its very high detergent 
efficiency but for the fact that it leaves the wool in a very ‘lofty’, 
open condition, being markedly superior to other detergents, 
even to high-quality soaps, in this respect. In particular, the 
gradual harshening that can occur when blankets are repeatedly 
washed is minimized or eliminated when Vantropol BQ is used, 
with consequent economy and improvement in the service pro- 
vided by the hospital. 


EBIMAR AND EBIMAR-AL 


Evans Medical Supplies announce the availability of Ebimar and 
Ebimar-Al tablets for the treatment of peptic ulcers and supply the 
following information: 


Ebimar is a purified and stabilized sulphated polysaccharide 
derived from seaweed. It inhibits pepsin activity and also has the 
property of combining with exposed tissue protein, thus preventing 
enzyme access to the damaged area. Each tablet contains 0-5 g. of 
Ebimar, representing not less than 1,000 Evans Units of peptic 
activity. 

Ebimar-Al Tablets contain 0-5 g. of Ebimar with 0-35 g. of 
dried aluminium hydroxide gel. In cases where an antacid also is 
required it is necessary to use one which will lower the hydrogen ion 
concentration of the gastric contents to about pH 4. In this environ- 
ment Ebimar will readily combine with excess pepsin and the ex- 
posed tissue protein. 

Absence of toxicity of Ebimar has been verified by prolonged 
tests on animals and human beings. When administered orally it 
has no anticoagulant effect and is therefore not contra-indicated in 
peptic ulceration with bleeding. 

The activity of Ebimar is unaffected by saliva and it does not 
inhibit tryptic digestion. Its pepsin-inhibitory action is therefore 
localized to that part of the gastro-intestinal tract which supports an 
acid environment and peptic ulcers. Its effect is not diminished in 
the presence of up to 4°% of protein, but higher concentrations lessen 
the inhibition. Ebimar or Ebimar-Al, therefore, should be taken 
before or between meals. 

Widespread clinical trials have demonstrated the value of Ebimar 
and Ebimar-Al in established cases of peptic ulcer, with complete 
absence of side-effects. Owing to the nature of the condition, some 
considerable further time must elapse before full evaluation is 
possible on a long-term basis. 

The dosage scheme at present suggested is as follows: 3-4 tablets 
to be sucked or chewed, preferably with a glass of water, 4 or 5 
times a day between meals. 

Ebimar tablets are available in containers of 100 and 500 tablets; 
Ebimar-Al in containers of 50 and 250. 

Further details may be obtained from Evans Medical Supplies, 
P.O. Box 6607, Johannesburg. 


CORRESPONDENCE 


MEDICAL AID SCHEMES 


To the Editor: A private patient, after 2 months’ treatment, 
informed me that she wanted her two accounts in detail. I supplied 
these—one for £4 Is. Od. and one for £1 12s. 6d. These accounts 
included medicine, etc. as well as examination fees. 

A month later I received a cheque from SANSA for £1 Os. 5d. 
I have no idea what this amount was for. 


Later I received yet another request from the patient: SANSA 
required details of the medicines, tablets, linaments, etc. which 
I had dispensed myself. I informed the patient that, if this in- 
surance company thought I'd do this, they could think again. 
There were no expensive items on the account: bottles of medicine 
(5s. — 6s.6d.) and tablets (2s.6d. — 3s.). This patient lives in the 
country and I see her on Saturday afternoons or on Sundays 
without extra charge. Had I known that SANSA was involved I 
would have refused to have any dealings with this Company. 

Can anyone explain why an insurance company which undertakes 
to pay 100°% of the patient's fees, translates an account of 
£5 13s. 6d. into a cheque for £1 Os. Sd.? Furthermore, it is the 
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DARENTHIN 


Burroughs Wellcome and Co. announce the introduction of a 
new hypotensive agent Darenthin, and supply the following 
information: 

This drug, with its entirely new mode of action, consti- 
tutes a major advance in the treatment of malignant and 
severe essential hypertension. Unlike all other hypotensive drugs 
Darenthin has a selective blocking action, mainly on the post- 
ganglionic part of the sympathetic nervous system. It does not 
affect the parasympathetic system, nor does it have a central action, 

The essential advantage of Darenthin is that it lowers blood 
pressure without causing parasympathetic blockade. Thus, side- 
effects such as constipation, blurring of vision and dry mouth 
do not occur when Darenthin is used. Unlike ganglion-blocking 
agents, Darenthin does not appear to induce impotence. Indeed, 
treatment with Darenthin does not inconvenience the patient. 

The action of Darenthin may be reversed where necessary by 
pressor amines such as adrenaline, noradrenaline, and methedrine. 

Darenthin is contra-indicated in phaeochromocytoma. Care is 
necessary where there is coronary infarction, a thrombotic con- 
dition, or severe renal damage. 

Darenthin is taken by mouth. Since the hypotensive effect of 
the drug is mainly postural, patients should be stabilized in the 
standing position. Patients on Darenthin should therefore be 
warned that some dizziness may occur if they stand up too rapidly. 
Transient stuffiness of the nose has been experienced in a few 
patients. In the majority of patients Darenthin alone will produce 
an adequate and sustained fall in blood pressure. In a small 
proportion of patients it may be necessary to supplement Darenthin 
with diuretics such as chlorothiazide. 

Because of individual variation, no hard and fast rules of dosage 
are possible. The dose should be ‘tailored’ to the patient. Give 
1 tablet (200 mg.) 3 times a day on the first day. Increase by half 
a tablet (100 mg.) per dose on the second day and so on until the 
desired effect is achieved. Tolerance to Darenthin does not appear 
to develop. 

In all patients in whom a substantial lowering of blood pressure 
is desirable Darenthin is the drug of choice. 

A paper prepared jointly by a team of pharmacologists at the 
Wellcome Research Laboratories and at University College 
Hospital, London, which studied Darenthin clinically, appeared 
in the Lancet of 11 July 1959.' An Editorial in the same issue of 
the Lancet* sums up with the statement: “These studies show that 
in bretylium tosylate, we have a drug of great intrinsic interest, 
and also of great promise for the practical treatment of severe 
hypertension’. 

Darenthin is available as 200 mg. scored, compression-coated 
tablets in bottles of 100. 


1. Boura, A. L. A., Green, A. F., McCoubrey, A., Laurence, D. R., Moulton, 
R. and Rosenheim, M. L. (1959): Lancet, 2, 17 
=. Editorial (1959): Jbid., 2, 27. 


: BRIEWERUBRIEK 


height of impertinence for the said company to demand the 
prescriptions used in a member’s treatment. 

I agree most heartily with Fifteen bob. Wipe this type of medical 
aid scheme from ‘our medical earth’. They are a menace to both 
doctors and patients alike. 

There are about 136 different medical aid societies on the 
approved list and from time to time we are informed of deletions 
and additions. The majority of the approved societies are 
meticulous, but a certain few are not only dilatory, but show a 
definite lack of consideration for the doctors attending their 
members. Accounts rendered are frequently ignored month after 
month. In my experience the worst offender in this respect is the 
Civil Service Medical Benefit Association. Last year I rendered an 
account for £1 Ils. 6d. 9 times before it was paid. This year an 
account for £3 3s. Od. is still unpaid after it has been rendered 6 
times. This matter has now been handed to my attorney. I shall 
refuse to attend members of the CSMBA in future. 

Had it 
King William’s Town 
16 November 1959 


1. Correspondence (1959): S. Afr. Med. J., 33, 978. 
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